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Abstract 

The impact of therapist self-disclosure on clients  
who are themselves therapists:  

An exploration of discourse and lived experience 

 

The practice of therapist self-disclosure (TSD) has been of interest to the 

counselling community for over 100 years. The available literature on the topic is 

vast. A review of the research literature indicated a need for further research 

employing three factors: i) the use of a concise definition of TSD; ii) research that 

includes the client’s perspective; and iii) a methodology that used a qualitative 

approach, with the underlying assumption that the lived experience of hearing TSD 

may be more nuanced and complex than has previously been outlined in academic 

literature. 

For this study, the definition of TSD was outlined as a statement made by the 

therapist that reveals something about their life outside of the therapy room. Using 

semi-structured interviews with eight participants who had experienced TSD, and 

who were also therapists themselves.  The transcripts were analysed twice using a 

novel approach that employed a combination of interpretative phenomenological 

analysis (IPA) and discourse analysis (DA).  While in IPA the emphasis is on 

understanding and gaining a sense of how participants describe their internal life 

world, by contrast in DA, the analytic emphasis is on the discursive resources used 

to create or construct those descriptions, and how these are mobilised by 

participants in terms of subject position and associated rights, duties and 

responsibilities of these positions. 

The findings were then synthesised at the post-analytical stage. Six superordinate 

themes emerged: i) the therapeutic relationship prior to the disclosure; ii) the 

disclosure content; iii) the disclosure process; iv) the short-term impact; v) the long-

term impact, and vi) meaning making. Within these superordinate categories, 17 

subordinate themes were identified. 

The DA analysis explored how, after their experiences as clients, the participants 

construct their own use of self-disclosure as therapists. The findings illustrated a 

variety of rhetorical devices that were needed to carefully manage the ethical 
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dilemmas that can potentially accompany a therapist’s decision to disclose (or not) 

to their clients. 

These findings support extant research, but also provide fresh interpretations and 

many opportunities for future research. 

 
 
 
 
Keywords 
Interpretative Phenomenological Analysis, IPA, discourse analysis, DA, Therapist 

self-disclosure, disclosure  
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Chapter 1 Introduction 

The practice of therapist self-disclosure (TSD) has been of interest to the 

counselling profession for over a century and has been seen as a controversial 

intervention by some theorists for much of this period. Hill and Knox (2002) 

suggested that TSD was one of the most controversial therapist interventions, with 

some professionals enthusiastically promoting its use and others adamantly 

opposing it. In broad terms, TSD is described as something personal being shared 

with the client by the therapist (Hill & Knox, 2001). However, there are a multitude of 

definitions of what constitutes a disclosure, making generalisations between and 

across studies complex and having the potential to limit understanding of the 

phenomenon (Knox, Hess, Petersen & Hill, 1997; Cashwell, Shchrebakova & 

Cashwell, 2003; Constantine & Kwan, 2003; Wells, 2013). This complexity is 

compounded by varying theoretical views (Davies, 1996; Drouin, 2000; Farber, 

2006; Maroda, 1999; Rogers, 1958). Yalom (1985) stated that the nature and 

degree to which therapists utilise TSD differentiates the various schools of therapy 

more than any other characteristic. 

The differences range from the traditional psychoanalysis viewpoint, whereby 

theorists have argued that TSD can impede treatment goals (Goldstein, 1997), to 

the humanist and feminist counselling theorists whose expectations are that clients 

experience therapists who maintain a rigid policy of non-disclosure negatively. Other 

considerations, such as the frequency of disclosures (Barrett & Barman, 2001), and 

the content, intimacy level, timing and duration (Peca-Barker & Friedlander, 1987) 

have been explored to offer insight into the use of TSD. 

Professionals seeking to learn more about the intervention will have a substantial 

body of work to explore. However, the available literature offers an array of 

perspectives on the use of this intervention. The literature is at times contradictory, 

but at minimum, it is full of controversy and inconsistency (Wadschneider, 2007). 

Much of the controversy focuses on whether or not TSD is a helpful or unhelpful 

intervention. This binary distinction was frequently seen in the literature, where 

disclosure was viewed as good, as in the work of Jourard (1964 and 1971), who 

suggests that TSD begets client disclosures through the therapist’s modelling of 

openness and honesty, promoting openness and disclosure in clients. Others see it 

as bad: the work of Koocher and Keith-Spiegel (1998) promotes the idea that TSDs 
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were a common antecedent to sexual misconduct, an idea known as the ‘slippery 

slope theory’. 

In addition, there seemed to be a discrepancy between the research, which 

appeared to show that clients consistently have positive reactions to disclosures, 

and what Maroda (1999) in her examination of creating an intersubjective context for 

self-disclosure described as the frequent and intentional use of dramatic case 

examples of disclosures that have been negatively received. Which Nutt-Williams 

and Hill (2001) have surmised as being partially responsible for providing a 

cautionary climate. Subsequently, it is not surprising that non-disclosure is 

frequently seen as the default position, for some clinicians, supervisors and their 

employers. 

However, much of the research has been critiqued for the analogue designs 

employed. Hill and Knox (2001) described such studies, where the majority of the 

participants were female university students who were presented with disclosure 

stimulus embedded in written transcripts, audio recordings or video recordings of 

pseudo-therapy sessions. The participants were often asked to rate their 

perceptions of the therapist and/or the therapy sessions. The results of these 

analogue studies frequently indicated that these non-client participants typically 

perceived TSD positively. Therefore, a large volume of the research on TSD 

provides some information on how undergraduate university students perceive self-

disclosure in mock therapy sessions, but does little to illuminate ‘real’ clients’ 

experiences of this intervention. Putting aside the analogue studies, much of those 

remaining involved quantitative studies on TSD and these studies measured the 

therapists’ perceptions of their disclosures, and the therapist’s perception of the 

client’s reactions (Henretty & Levitt, 2010). Therefore, it seems safe to assume that 

little is known about the effects of TSD on clients, and consequently, there are very 

few guidelines for the use of TSD as a therapeutic intervention. 

Studies that have examined actual clients’ experiences and perceptions of TSD are 

scarce; yet, these studies that explored the clients’ experiences have enlightened 

current views of TSD, suggesting that reciprocal and reassuring disclosures that are 

congruent with the client’s values and experiences are often received more 

positively than challenging disclosures (Knox and Hill, 2003). While other literature, 

offering the clients’ perspective suggests that disclosures are helpful in normalising 

experiences and feelings (Audet & Everall, 2010). Audet and Everall (2010) and 
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Knox, Hess, Petersen, and Hill (1997) have urged for further research that focuses 

on and captures the client’s perceptions of disclosure within long-term therapy to 

increase therapists’ understanding of the effective use of intentional self-disclosure. 

They suggest this type of research may offer a better opportunity to understand the 

positive and negative effects of TSD on the therapeutic relationship and the 

therapeutic process. 

1.1 Overview of research topic 
The goal of this study is to explore the experiences of clients who have witnessed 

their therapists self-disclosing. It is hoped that such an exploration may begin to 

elucidate additional information about the positive and negative impact of TSD. This 

research will address the primary research question: How does non-immediate, 

verbal TSD of a similarity affect clients and the therapeutic process? 

Although all of the participants in the study were asked to speak about their 

experiences as clients, they were also counsellors or therapists. Therefore, a 

secondary research question was also asked of the data: after their experiences as 

clients, how did the participants construct their own use of self-disclosure as 

therapists. 

The research questions carry with them a sense of consequences as well as 

significance, exploring the implications for the way therapists and clients can work 

together. The research questions focused on the experiences and perspectives of 

the client as opposed to the therapist by informing an interview schedule 

concentrating on the clients’: 

• experience of therapy and the role of their therapist 

• experience of the whole therapeutic process 

• experience of the therapeutic relationship 

• feelings about the outcome of their therapy.  

• The participants are contextually situated within the therapeutic world, as 

clients and therapists, it is anticipated that references to the participants 

private and professional identities will be embedded and interweaved in their 

accounts. 
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1.2 Aims and rationale 
Three main aims were formulated to guide the research design, data collection, and 

analysis, these were as follows: 

1. To obtain rich descriptions of what it was like for clients to hear material from 

their therapist’s private life. 

2. To explore the ways in which clients made sense of therapist self-disclosure. 

3. To explore the discursive resources relating to how therapist self-disclosure 

was constructed by clients. 

In contrast, the secondary research question focused on the experiences and 

perceptions of the therapist by informing the interview schedule and concentrating 

on obtaining and exploring: 

• rich descriptions of what it was like for therapists to provide material from 

their private lives 

• the ways in which therapists made sense of their use of therapist self-

disclosure 

• the discursive resources relating to how therapist self-disclosure was 

constructed by therapists. 

These aims represent the two aspects of the research question. First, a hermeneutic 

exploration of the lived experiences of clients and their sense-making resources; 

and second an exploration of TSD as a socially constructed phenomenon. This dual 

focus approach subscribes to the idea that language and experience are deeply 

intertwined. The underlying assumption of the study was that the lived experience of 

hearing TSD might be more nuanced and complex than has previously been 

outlined in academic literature. Therefore, it was beneficial to explore both the 

client’s reported experience of TSD, as well as the discursive framework within 

which the meanings of that TSD was situationally constructed. In a quest to discover 

and preserve meaning, it was determined that a combination of interpretative 

phenomenological analysis (IPA) and discourse analysis (DA) as distinct but 
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epistemologically compatible methodologies would facilitate this level of richer 

analysis. This was consistent with the work of Hood (2015), who illustrated how a 

pluralist approach to data analysis could complement a phenomenological emphasis 

on lived experience with a focus on the structural context of discourse. The belief 

that different qualitative methodological approaches could co-exist has been echoed 

in the work of Colahan (2014) and Colahan, Tunariu, and Dell (2012). Utilising a 

combination of IPA and DA, Colahan, Tunariu and Dell were keen to show the 

benefits of this dual focus methodological approach (2012); they suggested that 

while in IPA the emphasis is on understanding and gaining a sense of how 

participants describe their internal life world, by contrast in DA, the analytic 

emphasis is on the discursive resources used to create or construct those 

descriptions, and how these are mobilised by participants in terms of subject 

positions and their associated rights, duties and responsibilities. Smith, Flowers, and 

Larkin (2009) pointed out how IPA and DA seemed complementary, stating there 

could be value in work that provides a more explicit articulation of their relationship, 

thus, suggesting an ontological, epistemological and axiological coherence that 

could provide a deeper theoretical understanding and explanation of a 

phenomenon. 

1.3 The role of the researcher in qualitative research 
The researcher's role is believed to play an important role in qualitative research (Gee, 

2005; Parker 1992; Smith, et al., 2009; Wilig, 2012). Therefore, it is often appropriate 

for researchers to provide some history on their positioning relating to the study.  Here, 

after a career in teaching and teacher education, the researcher decided to train as a 

counsellor. The intensive person-centered training course in which they were 

enrolled, necessitated a commitment to personal therapy a personal development 

group (PD) as well as therapeutic work with clients.  In terms of positioning in relation 

to the study, the researcher, therefore, adopts an ‘insider’ position as defined by 

Dwyer and Buckle (2009) and Rowling (1999), in that the researcher is a client and 

therapist researching other clients who are themselves, therapists. 

 

There are, of course, both advantages and disadvantages to adopting an ‘insider’ 

stance. For example, the participants can potentially experience a higher degree of 

rapport, understanding, and openness if the researcher makes known that they 

have personal experience of the phenomenon under investigation.  However, the 
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‘insider’ perspective may suggest heightened researcher subjectivity within the 

research (Dwyer & Buckle, 2009).  Finley (2008) suggests there is often a tension 

between openness and curiously towards the unpredictable and restraining pre-

understanding of the subject under investigation, which may influence the research.  

Researchers seek to address this tension through research reflexivity (Birch and 

Miller, 2000; Finley, 2008; Rowling, 1999) and, to some degree, bracketing. 

Throughout the research process, the researcher used academic and clinical 

supervision to discuss personal issues arising from the work.  It was essential to 

manage the tension between the client and the therapist's roles to ensure they did 

not overshadow the researcher's position.  This tension was achieved mainly by 

adopting a resolute commitment to critical thinking. The researcher’s pre-

understanding was held alongside the understandings gathered from the research 

literature and the understandings constructed by the participants. This commitment 

required the researcher to place a greater emphasis on paying attention and being 

engaged with the participants and less attention on their pre-understandings 

gleaned from their experiences as a client and a therapist. Smith et al., (2008) 

suggests that a strong focus on the participants will inevitably result in less focus on 

the researcher’s personal experiences. 

1.4 Outline structure of the thesis 
1.4.1 Chapter 2: Literature Review 
The objective of the next chapter is to present and critically discuss the available 

literature on TSD through the categories of unhelpful, neutral, and helpful 

disclosures. Alongside these categories, it was equally important to provide some 

information pertaining to the impact of non-disclosure. Where there was literature 

available, these aforementioned categories, were explored from the perspective of 

the client and the therapist. The chapter broadly outlines the dominant theories 

relating to TSD. The critique is contextualised by some of the major socio-historical 

changes within the counselling profession. 

1.4.2 Chapter 3: Methodology 
Chapter 3 outlines the way in which the ‘and/and’ philosophy of the thesis was 

utilised in order to address the aims of the research project, while maintaining both 

epistemological and methodological coherence. Whereby IPA and DA were 

conducted on a single data set. Information concerning the participants, the data 

collection process, and the ethical procedures are also included. The 
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epistemological position of the thesis is fully explained together with descriptions of 

the analytical procedures that were undertaken to produce the IPA (Smith et al., 

2009) and DA (Potter and Wetherell, 1987). The study is outlined along with the 

research questions. The outline begins with the IPA of the clients’ experiences of 

hearing disclosures from their therapists, before moving onto the DA analysis of the 

therapists’ accounts of using TSD in their clinical work. Here the emphasis is on the 

potential complementary nature of the mixed methodological approach, not on their 

seamless and unproblematic integration. 

1.4.3 Chapter 4: Findings 
Section 4.1 presents an IPA reading of the transcripts from semi-structured 

interviews with eight therapists who had experienced TSD(s) from their personal 

therapist when they were clients. The chapter discusses and illustrates the 

superordinate and subordinate themes generated by the IPA. Extracts from the 

interviews are presented to illustrate these superordinate and subordinate themes. 

The research questions that guided the study include: could you describe for me 

how you felt your relationship with your counsellor was initially, that is before the 

self-disclosure? What was happening in sessions and your thoughts and feelings 

about your counsellor? Could you please describe your therapist’s self-disclosure of 

a similar shared experience? That is, a time when your therapist told you 

information about his or her life outside of the counselling room that was 

comparable to your own? Can you describe your thoughts and feelings while the 

counsellor was telling you about this? Can you describe how you felt your 

relationship with your counsellor was after hearing this? What happened in the 

session afterwards? 

Section 4.2 presents the DA analysis of the same transcripts (interviews with eight 

therapists who had experienced TSD(s) from their personal therapist when they 

were clients) that were analysed using IPA in section 4.1. Here the analytic aim is to 

explore how, after their experiences as clients, did the participants construct their 

own use of self-disclosure as therapists. In addition, the analysis focuses on the 

discursive resources being mobilised and the range of “subject positions” thus 

opened. Again, extracts from the interviews are provided to illustrate a variety of 

rhetorical devices that were deployed to account for and justify the participants use 

of self-disclosure. 
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1.4.4 Chapter 5: Description of Synthesis 
In chapter five the overall approach of the novel mixed methods approach of the 

study is briefly discussed.  This includes diagrams to outline the findings of the two 

different methodologies used in the data analysis and how these findings were later 

synthesised at the post-analytical stage.   

1.4.5 Chapter 5: Discussion 
This chapter brings together the interpretations from the analyses in relation to the 

thesis’ research questions. All analyses are re-introduced back into the literature, 

and their conceptual implications are outlined in terms of the ‘and/and’ focus on 

discourse and phenomenology. Commonalities and divergence are presented. This 

‘re-telling’ of the story TSD in relation to the thesis’ aims and rationale demonstrates 

the thesis’s original contribution to knowledge. Furthermore, the implications for 

research, practice training, and supervision are discussed. The chapter evaluates 

the mixed methodological approach to undertaking a research project using the 

criteria for evaluating qualitative research as outlined by Yardley (2000). 

1.4.6 Chapter 6: Conclusion 
Considers potential avenues for future research, both in terms of the topic and also 

the mixed methodological approach and the associated ethical implications.   
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Chapter 2 Literature Review 

2.1 Introduction 

This chapter will begin with a review of the literature on therapist self-disclosure 

(TSD) in order to explore the wide variety of definitions used in the field. The 

historical and theoretical arguments related to the potential benefits and risks 

associated with TSD and non-disclosure during therapy will be illustrated through an 

in-depth examination of contemporary research studies. This will facilitate a deeper 

understanding of the areas of consensus amongst professionals about the use of 

deliberate self-disclosure to enhance either the therapeutic relationship or further 

treatment goals. The literature review required a conscious step back from the role 

of a therapist and for the researcher engaged with the literature from a position of 

curiosity. This position differs from the position of therapists, knower, judge, or the 

position of critic. It requires an intentional stepping back from the phenomena in 

order to ask questions about that which may otherwise be taken for granted. 

2.1.1 Literature search terms 
For the purpose of the study, self-disclosures were defined as intentional, verbal 

disclosures that occurred within the therapy session about situations or events that 

happened to the therapist outside of the session that would otherwise be considered 

private. To identify the articles that explored the effects of these disclosures, a 

computer search of psychology and counselling literature was conducted. Initially, 

the keywords used were: self-disclosing, self-disclosure, disclosure, immediacy, 

therapist, therapy, analyst, psychologist, counselling and counsellor. A wildcard 

search strategy was utilised to ensure that relevant papers were not excluded based 

on international spelling variations. The search used the electronic databases 

provided by the University of Chester (in particular PsycARTICLES, 

PsycINFO,PsycBOOKS and the Psychology and Behavioural Sciences Collection) 

as well as the university library and the author’s book collection. A total of 143 

articles were found, and after reading the abstracts, articles not directly related to 

the topic were eliminated and a total of 98 studies were identified for further 

examination. After three articles were removed as duplicates, the remaining 95 

articles were read in full. A further seven papers were removed – one because it 

was not written in English and two more that related to therapists being pregnant 

and made no mention of verbal disclosures. Also, three studies explored counsellor 
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behaviours that predict an enhanced effect on the therapeutic alliance. While these 

three studies specifically mentioned TSD, unfortunately, they did not provide 

definitions of disclosure, or details about the frequency of disclosures, their length or 

level of intimacy, and so these studies were also removed. One study looked purely 

at the use of immediacy (sometimes described as self-involving statements or 

disclosures), leaving 88 that explored the topic of TSDs. For a full list of the 

remaining 88 articles, together with details of the country where the research was 

conducted and their CASP appraisal figures (Critical Appraisal Skills Programme, 

2018a, 2018b), see appendix 5, 6, and 7. It is important to note that CASP has 

produced simple critical appraisal checklists for the key study designs. These are 

not meant to replace considered thought and judgement when reading a paper but 

are for use as a guide covering three main areas: validity, results, and clinical 

relevance. A reference and citation search was conducted on the remaining relevant 

papers to maximise the identification of relevant studies; however, no further papers 

were included as a result. Fourteen studies were concerned with participants 

observing simulated therapy sessions that included varying levels and types of TSD; 

participants read transcripts, watched videos and made judgements about 

therapists’ expertness, attractiveness and level of trustworthiness or the depth of the 

session (no criteria was provided to suggest what attributes would be required for 

the session to be categorised as in-depth). There were four studies based on 

therapist self-reporting questionnaires to assess their disclosing behaviours. 

Additionally, 14 papers were anecdotal accounts of experiences of disclosing and 

non-disclosing clinicians and 26 provided a re-examination of the literature to 

highlight certain aspects of disclosing behaviour. Only one randomised clinical trial 

was retrieved from the database search, and this trial looked at the bolstering 

effects of TSD within brief integrative psychotherapy. The remaining 29 articles 

explored of the impact of disclosures from either the clinician's or the client's 

perspectives – three of which explored the phenomenon using quantitative research 

and 26 used a qualitative approach. The next section provides a critical evaluation 

of the main findings within the aforementioned studies. 

2.2 Literature research overview 
The practice of TSD has been of interest to the therapeutic community for over a 

century (Wells, 2013). Initially, researchers were curious to find out when 

disclosures of any type were more likely to occur. As the topic evolved, researchers 

sought to measure how disclosures of professional experience and qualifications, 
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emotional responses and personal identity and experience impacted on the 

perceived level of attractiveness, expertness and realness of the therapist by asking 

participants to read or watch short vignettes of scripted pseudo-therapy sessions 

(Borden, 2010). TSDs using many different definitions have been studied in 

conjunction with a number of variables, including, but not limited to: age (Swinden, 

2017), race and culture (Bitar, Kimball, Bermudez, & Drew, 2014; Burkard, Knox, 

Groen, Perez, & Hess, 2006), gender (Fennell, 1995), sexuality (Borden, Lopresto, 

Sherman, & Lyons, 2010; Carroll, Gauler, Relph, & Hutchinson, 2011; Moore & 

Jenkins, 2012), presenting issues (Knight, 1998; Kircanski, 2014; Nyapati & Ashwin, 

2015), the length of time in therapy, the strength of the therapeutic relationship 

(Knox, Hess, Petersen, & Hill, 1997; Ziv-Beiman, Keinan, Livneh, Malone, & Shahar, 

2017) and the setting (Pearson, 1981). Other considerations in the literature have 

included the relationship between the frequency, length and intimacy level of the 

disclosures (Barrett & Berman, 2001), the theoretical orientation of the practitioner 

(Simone, McCarthy, & Skay, 1998), the practitioner’s pregnancy (Cartwright, 

Mountain, Lindo, & Bore, 2018; Thomas, Veach, & LeRoy, 2006) and the topic or 

content of the disclosures (Denney, Aten, & Gingrich, 2008; Solomonov & Barber, 

2018). 

However, the lack of an overarching or unified definition of what constitutes self-

disclosure makes generalising between and across studies complex and has the 

potential to limit a more comprehensive understanding of the phenomenon (Knox, 

Hess, Peterson, & Hill, 1997; Cashwell, Shcherbakova, & Cashwell, 2003; 

Constantine & Kwan, 2003; Wells, 2013). 

2.3 Definitions of therapist self-disclosure 
There have been a number of attempts to define TSD. For example, Pizer (1995) 

suggested that TSDs could be divided into three types: inescapable (such as 

pregnancy, age or gender); inadvertent (such as tone of voice and body language); 

and deliberate (involving verbal disclosure). A clear example of inadvertent 

disclosure can be found in Barish’s (2004) anecdotal account of how he 

experienced clinical work with children and his use of active engagement techniques 

that included play, warmth, friendliness and gentle humour. It could be argued that 

all of these activities would reveal characteristics of the therapist, such as what they 

find funny or their willingness to play, and that Barish (2004) proposed that this level 
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of self-disclosure was beneficial when building therapeutic relationships with young 

people. 

Similar to the three definitions described by Pizer (1995) and Barnett (2011) also 

suggested that self-disclosures fall into three distinct categories: unavoidable; 

accidental; or deliberate. An example of deliberate self-disclosure might be to 

disclose the therapist's qualifications and experience. However, it is not uncommon 

for clients to research their counsellors before entering counselling, and now, with 

an increasing number of counsellors having their own websites, these disclosures 

often form part of the initial information gathered before the client and therapist ever 

meet. Recently, authors have suggested that these kinds of disclosures are required 

to enable clients to make informed decisions about entering into therapy, and 

therapists are required to communicate details of qualifications, experience and 

working methods accurately before starting any therapeutic work (BACP, 2018). 

Therefore, passing this information on to clients is now seen as congruent with the 

counsellor’s role. 

The three categories approach to defining TSD was also used by Andersen and 

Andersen (1989), who conducted a factor analysis on counsellor’s reports of their 

use of self-disclosures. Their results suggested that deliberate disclosures can be 

further divided into three sub-types: disclosures relating to personal identity and 

experience; emotional responses; and professional experiences. In contrast, Knox, 

Hess, Petersen, and Hill (1997) proposed that TSD falls into two categories: self-

revealing statements that relate to the counsellor’s life outside of the therapy room; 

and self-involving statements, which are the counsellor’s reactions and responses to 

their client, sometimes described as immediacy (Gelso & Palma, 2011; Quillman, 

2012; Sturges, 2012). It has been acknowledged that certain types of TSD are 

recognised and endorsed theoretically and clinically, while other disclosures are 

thought to be harmful (Audet & Everall, 2003; Hill & Knox, 2002; Knox & Hill 2003; 

Watkins, 1990). One distinction that authors have frequently made is to suggest that 

the division between self-revealing and self-involving statements defines the 

boundary between disclosures that are acceptable and those that are not (Wachtel, 

1993; Peterson, 2002). Later, Peterson (2002) outlined four types of disclosure: 

demographic disclosure (relating to qualifications and experience), personal 

circumstances (for example, marital status, sexual orientation, parental status, 

personal struggles, experiences and attitudes), personal reactions to and feelings 

about the client, and admissions of mistakes. 
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Looking at this research, it would seem that many of the definitions overlap, and 

researchers have sometimes assigned different category names to disclosures that 

perform the same function or seem similar in content. An example of the ambiguous 

nature of the definitions can be seen when a therapist disclosing about their former 

substance misuse could be seen both as self-revealing, as it relates to personal 

identity and experience, and a disclosure communicating their working methods, 

qualifications and experience. As clients may value their therapist's insider 

knowledge of addiction, this disclosure could form part of the necessary information 

required to enable a client to make an informed decision about beginning therapy 

with them for their own substance misuse. Similarly, a second example of the fluid 

nature of these definitions can be illustrated with a disclosure of sexual orientation, 

which could be seen as professional or not, depending on the context. For example, 

Galgut's (2005) study revealed that 83 per cent of lesbian participants wanted their 

therapist to be explicit about their sexual orientation, while 92 per cent preferred to 

talk to a lesbian therapist. In this study, participants believed a lesbian therapist 

would understand the dynamics of a lesbian relationship better than a heterosexual 

therapist. Therefore, it would seem that definitions of self-disclosure, and their 

appropriateness, may be to some extent dependent upon their content and the 

context at both a micro and macro level. The macro level would relate to the 

orientation and nature of the therapeutic setting, and the micro level being the 

disclosure’s relevance to the client and the position of the client in relation to the 

disclosure. 

To add more context, Knox, Hess, Petersen, and Hill (1997) found that clients who 

received reciprocal TSDs, i.e. disclosures made in response to similar client 

disclosures, reported liking their therapist more and feeling less symptom distress 

post-treatment. Knox, Hess, Petersen, and Hill (1997) gave an example of a 

reciprocal disclosure when a client reported telling her therapist that she had spent 

summers at the coast as a child, and her therapist remarked that he had also done 

this when he was young. The client described how this helped her to connect with 

her therapist and see him as more real. She stated that she felt understood by him 

because of this shared experience, and that she experienced their relationship as 

more equal. She expressed how the disclosure allowed her to remember positive 

aspects of her childhood and to see her parents as ill and not evil, which she felt 

enabled her to forgive her parents. It would appear that this reciprocal disclosure 

had many positive effects for the client. 
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Nyman and Daugherty (2001) further developed this categorisation by examining 

the effect on ratings of attractiveness, trustworthiness and expertise for therapists in 

their analogue study, whereby a TSD of prayer was placed near the end of two 

almost identical therapy vignettes that depicted the middle five minutes of a session. 

A single client sentence was manipulated before the TSD such that one vignette 

contained a congruent TSD and the other vignette contained an incongruent 

disclosure. A total of 137 students then read the vignettes, and findings suggested 

the congruent disclosing therapist was seen as more attractive. However, no 

difference was found for expertise or trustworthiness. These participants were all 

enrolled on and Introductory Psychology class, at a mid-western university affiliated 

with the Lutheran church. It can be argued that, the undergraduate student sample 

may have inherent limitations, as their responses may not be representational of 

individuals in other settings.  Research with a greater diversity of sample would 

increase the external validity of this study. Similarly, Denney, Aten, and Gingrich 

(2008) explored the use of spirituality and prayer in their article, discussing 

categories relating to spiritual disclosures including mistakes and experiencing 

personal struggles, feelings, personal data, implicit disclosure (including offers to 

pray for a client) and explicit disclosure (offering to pray with a client). Denney et al. 

suggest that spiritual self-disclosure can be a useful intervention if integrated in a 

clinically relevant, culturally sensitive and ethical manner. Similar to the work of 

Nyman and Daugherty (2001), Denney et al. suggest that congruent disclosures are 

better received by clients. In addition, Denney et al. explain that disclosures that 

seek to acknowledge the differences in life circumstances and the religious context 

between client and therapist are more beneficial to the client than disclosures where 

the therapist exhibits a lack of sensitivity to the client’s spiritual values. Furthermore, 

Denney et al. caution against therapists imposing their own spiritual experience onto 

their clients. Therefore, it would seem from the examples provided that therapists 

should be encouraged to consider several ethical, clinical and cultural aspects 

before offering spiritual self-disclosures. 

However, Knox and Hill (2003) provided further definitions by suggesting seven sub-

types of TSD. These include disclosures related to facts, feelings, insights, 

strategies, reassurance and support, challenge, and immediacy. They believed that 

these different types of disclosure are best used at different times and they 

potentially have different impacts on the therapeutic process. They suggested that 

clients found therapists' disclosures of feelings very helpful, (for example, in-session 



15 

 

expressions of the therapist’s immediate feelings about or reactions towards clients, 

such as ‘when you say that to me I feel sad’) and that clients found reassuring 

disclosures more helpful than challenging ones. 

These definitions in and of themselves offer some insight into how counsellors might 

develop guiding principles about whether or not to disclose by providing some 

contextual pointers. In other words, disclosures that offer reassurance and 

connection are generally better received than disclosures that are outside of the 

client's frame of reference and may seek to challenge their experience. Likewise, 

reciprocal disclosures seem to offer a range of beneficial possibilities both 

immediate and distal, perhaps because clients can readily see the relevance of the 

disclosure and find them supportive of their experience. Similarly, prayer has the 

potential to be seen as supportive of the client's experience, regardless of a shared 

faith, and offers to pray together have the potential to validate both the client's 

experience and their faith if client and therapist hold similar religious beliefs. Given 

the vast array of meanings to choose from, it is essential to define the meaning of 

TSD within this study and justify the reasons behind the selection of the definition 

used. 

2.4 Definition of therapist self-disclosure used within this 
study 
To maximise the value of this research to the counselling community, it was 

important to note the types of disclosures where little consensus in the literature has 

been reached, and where there were not sufficient guidelines in place to support 

therapists’ decisions. First, taking into consideration that therapists are increasingly 

encouraged to be transparent by communicating their working methods, 

qualifications and experience, demographical and strategical disclosures of this 

nature have already received considerable attention from researchers. 

Consequently, these types of disclosure were not included in the study, especially 

as it is suggested that these disclosures must be made as a professional ethical 

obligation (BACP, 2018). Second, that self-involving statements relating to a 

therapist’s in-the-moment experiencing of their client are perceived as a crucial 

element within some modalities and have been the focus of a number of well-known 

studies (see for example, Kasper, Hill, & Kivligham, 2008; and Hill, Sim, Spangler, 

Stahl, & Sullivan, 2008). It might not have been beneficial to have further explored 
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disclosures relating to how therapists express their feelings about their clients or the 

therapeutic relationship. 

Looking at the history of self-disclosure it would seem that self-revealing therapist 

disclosures have been considered off-limits by some of the therapeutic community 

periodically since Freud’s work in 1912, and so the use of this intervention often 

lacks context within the available literature. It appears that researchers recognise 

the benefits as well as the dangers associated with TSDs that reveal something 

about the therapist’s life outside of the therapy room. However, Dixon and Adler’s 

(2001) work suggested that some clinical situations can benefit considerably from 

the use of these types of TSD, although they did not dismiss this intervention’s 

potential to bring about boundary violations. Similarly, Gibson (2012) highlighted 

that the available body of literature supported the validity of self-revealing therapist 

disclosure as a potentially valuable intervention. Gibson did add, however, that 

individual practitioners continue to struggle with what is appropriate to reveal, as 

there is no current consensus on whether clients need to hear from therapists in a 

personal way at least some of the time. Therefore, it seemed sensible for the current 

study to focus on this grey area where clinicians may regularly face the dilemma of 

balancing their desire to simultaneously be seen and to hide. Therefore, this study 

employs the working definition of TSD as a statement made by the therapist that 

reveals something about their life outside of the therapy room. 

To situate the study within the existing literature, it was important to explore what 

had been written about these self-revealing statements and the known benefits and 

risks posed to both the clients and the clinicians involved. 

2.5 A brief history of therapist self-disclosure 
It is widely believed that Freud wanted to discourage TSD, stating that “therapists 

should guard their anonymity and neutrality by remaining vigilant, and endeavouring 

to separate their world from the world of their clients” (Freud, 1912, p. 118). 

Historically, psychoanalytic theorists have argued that TSD can impede treatment 

goals, recommending a ‘blank screen’ approach which is viewed as essential in 

enabling therapists to uncover, analyse and work through the client’s transference 

(Goldstein, 1997). However, there has been further evidence to suggest that 

psychoanalysts’ methods often step outside of this idealistic framework. For 

example, Lohser and Newton (1996) published some of the narratives of Freud’s 

clients, which displayed his spontaneity and a more relational  way of working than 
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the one he recommended. This suggests therefore that perhaps those emulating 

Freud might well follow the proviso of ‘do what I say, not what I do’ and casts doubt 

on the assumption that it may be neither best practice nor possible to be a totally 

non-disclosing therapist. However, despite these anomalies, it would appear that 

Freud continued to express a strong apprehension that TSD had the potential to 

impede the therapeutic process by shifting the focus away from the client and 

towards the analyst. Today, this is not solely the view of classical psychodynamic 

therapists; it persists throughout many theoretical viewpoints (Farber, 2003). 

However, during the 1960s and 1970s the contrasting pro-disclosure argument 

began to develop within the encounter group movement, who experimented with 

mutual analysis and self-disclosure (Dies & Cohen, 1976). The use of self-

disclosure within these groups has been summarised by Cozby (1973) and more 

recently by Goldstein and Reinecker (1974). Dies and Cohen’s (1976) earlier work, 

viewed counsellors expressing self-revealing statements containing generic, normal, 

external experiences such as loneliness, positive strivings and fear were believed to 

be constructive to encounter groups. Conversely, specific, self-involving statements 

containing strong negative disclosures, expressing the counsellor’s reactions and 

responses to the group, such as frustration, boredom or anger were seen as 

destructive. It could be argued that the destructive potential of these negative self-

involving statements lay in their similarity to familiar exchanges, in that these 

responses appear real to the extent that they resemble ordinary social interactions 

and have the potential to inhibit the group. These negative, self-involving 

disclosures work in a similar way to the everyday give and take of normal 

conversations, where there is an underlying risk in sharing, thoughts and feelings 

because of the anticipation of how the listener will receive these, and how the 

listener’s response will in turn affect the speaker. Dies and Cohen (1976) suggest 

this dynamic is thought not to be conducive to the more in-depth exploration of 

attitudes, ideas and feelings. 

In contrast, a therapeutic relationship is seen as less inhibiting because the therapist 

maintains the stance of unconditional, empathic interest that enables the client to be 

free to express their true feelings, attitudes and ideas. Worryingly, some research by 

Pope, Tabachnick and Keith-Spiegel (1987) suggests that involving self-disclosures 

of negative affect may have continued to be used as a popular intervention within 

therapy. This was illustrated by Pope, Tabachnick and Keith-Spiegel’s (1987) 

research, in which 90 per cent of counsellors stated that they had told their clients 
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when they were angry with them, and over 50 per cent had disclosed to their clients 

when they felt disappointed with them. Rogers (1970) advocated congruence (that 

self-actualisation occurs when a person’s ideal self – that is, who they would like to 

be – is consistent with their actual behaviour), suggesting people’s outward 

behaviours should match their inward emotions. However, it should be noted that 

congruence was taught as a positive counselling skill, rather than suggesting a carte 

blanche offering of negative criticisms to clients. As it would seem reasonable to 

presume that sharing involving self-disclosures of negative affect would inhibit 

clients who may have received these negative emotional responses as criticisms, 

this could potentially harm the therapeutic relationship and damage the client’s self-

esteem. 

Meanwhile, the counter-argument for TSD continued, and many influential 

humanistic therapists including Perls, Berne and Rogers developed and applied 

their theoretical ideas to group settings (Weigel, 2002). Rogers was instrumental in 

the development of group work (Rogers, 1970), and the encounter group movement 

became a social phenomenon that was seen as a useful means of facilitating 

therapeutic change and personal growth. The groups used a variety of techniques 

including Stoller (1968) and Bach’s (1966) marathon group encounters where 

fatigue was instrumental in breaking down resistance and bringing about change. 

However, the encounter movement eventually attracted widespread criticism as 

clinicians became aware of its potentially damaging effects (Yalom & Lieberman, 

1971). As the movement’s popularity waned, their liberal perspective on TSDs of 

experiences gained outside of the therapy room was replaced by a more cautious 

approach that viewed TSD as a deviation from the expected unidirectional 

disclosing norm (Barnett, 1998) whereby only clients are expected to self-disclose. 

As a result of this shift, research that reflected greater attention on therapists 

balancing self-disclosure with respect for boundaries gained momentum. During the 

time of this move away from acceptance of TSD came the arrival of the ‘slippery 

slope theory’ that viewed TSD as a common antecedent to therapist sexual 

misconduct (Koocher & Keith-Spiegel, 1998). This theory supported the earlier work 

of Gabbard and Nadelson (1995), Brodsky (1989) and Epstein (1994), who warned 

that excessive disclosures might pave the way towards more serious boundary 

violations, including, but not limited to, sexual activities. Consequently, some 

professionals still view TSD as violating boundaries and harming clients. Therefore, 

for many, the notion of intentional verbal self-disclosure that occurs within the 
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therapy hour about domains that in the main are considered private, may still retain 

an element of danger and remain outside the realm of acceptable techniques. 

Conversely, some contemporary researchers have suggested that TSD could be 

beneficial if used infrequently and judiciously (Knox & Hill, 2003). This is somewhat 

supported by other later researchers who suggest that “we can readily think of 

numerous aspects of life in which things are good up to a certain point, and beyond 

that point, they become too much” (Gelso & Palma, 2011, p. 347). This notion 

suggests the existence of a dose-effect relationship that is linear, where the 

variables of frequency, intensity and duration are positively related to outcome. 

However, Gelso and Palma’s (2011) research suggests other variables may also 

come into play, including timing, relevance, content and appropriateness. 

Consideration of these additional variables further suggests that the dose-effect 

relationship may be the case up to a point, whereby if the other variables are not 

positively applied the dose-effect relationship becomes non-existent or negative. By 

looking at the available research that explores TSD from the perspective of real 

clients and therapists in actual therapy settings (in contrast to the roleplay vignettes 

that some of the self-disclosure studies have been based on), it has become 

possible to further illuminate the complex nature of the relationship between these 

variables and the potential negative impact in clients of inappropriately judged TSD. 

2.6 The shadow side of therapist self-disclosure 
One example of a study that values the ‘real’ client perspective is Hanson’s (2005) 

study using semi-structured interviews, involving 18 Canadian clients in therapy (two 

men and 16 women, with a mean age of 38 (range 24 to 57). The participants came 

from a range of social classes, the sessions they attended covered a variety of 

therapeutic modalities, and the client group had a wide mixture of reasons for being 

in therapy. At the time of the interviews, the length of time the participants had been 

in therapy ranged from two months to over 10 years. The interviews yielded 

information about 157 incidents, of which 131 were coded as disclosures, and 26 as 

non-disclosures. Each of these was further coded as helpful, unhelpful, neutral or 

mixed by the researchers (two psychodynamic counsellors and one humanistic 

counsellor). The researchers then categorised the disclosing incidents as either self-

involving or self-revealing. The constant comparison method was used to analyse 

the data by themes to further explore how the disclosure and non-disclosure 

appeared to have affected the clients. Much of their research supported current 
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findings relating to disclosures strengthening the therapeutic alliance and providing 

clients with a greater sense of egalitarianism within the therapeutic 

relationship. Although Hanson (2005) suggested that these positive effects only 

occurred with disclosures that were done judiciously and with some attention to 

basic elements of skill, little information was provided as to the skills required to 

make a successful disclosure, making it difficult to apply the research to practice. 

Conversely, in the same study, a few participants reported that poorly executed 

disclosures had created some level of damage to their relationship with their 

therapist. The most often identified effects of unhelpful disclosures were reported as 

decreased levels of trust in therapists, feelings of a reduced sense of safety, and for 

some this was accompanied by a perceived need to ‘manage’ their relationship with 

their therapist. For example, a female participant reported that during her second 

session of therapy, she divulged her fear of divorce to her therapist, telling him that 

she believed this fear was linked to the fact her children were still small. In 

response, her therapist revealed that he was divorced and had small children, 

stating, “so, it could be done“ (Hanson, 2005, p. 99). The participant terminated 

therapy believing that her therapist told her he was divorced because he found her 

attractive and he wanted to date her. She never went back, because she felt 

“emotionally unsafe“ (ibid). This example highlights some of the most unhelpful 

aspects of self-revealing therapist disclosures, in that the client did not feel able to 

trust her therapist and felt unsafe when being confronted with a disclosure that was 

apparently outside of her frame of reference, as well as being a disclosure that 

challenged her own experience. 

Hanson’s (2005) article supported the premise that disclosures in opposition to the 

client’s experience can potentially mean that the therapist loses their technical 

neutrality. In this example, the male therapist’s self-revealing disclosure of his own 

divorce and his statement inferred that he believed couples should not stay together 

for the welfare of their children. This provided evidence of his pro-divorce stance, 

and therefore, his client could no longer see him as neutral, which is an inherent 

part of the therapist’s role. While his intention may have been to reassure this client, 

he actually set himself in opposition to her fear of divorce while her children were 

still small. Knox, Hess, Petersen and Hill (1997) caution against challenging 

disclosures, suggesting that disclosures are generally better accepted by the client if 

they are reassuring. Also, they stated that self-disclosures of any type are more 

likely to be received positively when the therapeutic alliance is strong and the client 
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and therapist have built up a bond (Myers & Hayes, 2006). In this example, the 

disclosure occurred early on in therapy, possibly before the relationship was mature 

enough. 

This theme of challenging, self-revealing disclosures was echoed in a study by 

Wandschneider (2007). The study involved interviewing 10 clients who had 

experienced TSD. The general categories that emerged when the data were initially 

analysed were: i) helpful TSD, and the feelings that participants had a positive 

perception of self-disclosures; ii) non-helpful TSDs, and the feelings that participants 

had when they experienced the negative use of self-disclosure; iii) the experience of 

a non-disclosing therapist, and participant insight regarding boundaries within the 

therapeutic relationship. 

The majority of the data collected in the study reflected positive, or a helpful use of 

TSD, as all of the participants in the research discussed at least one incident of 

helpful TSD. However, two participants shared experiences of therapists’ self-

disclosure that they reported to be inappropriate or harmful to them. The reporting of 

the positive and negative experiences of therapist disclosure by these participants 

may be interpreted as illustrating that the participants were able to see a difference 

between shared therapist information that was uncomfortable and unhealthy for 

them, and the experiences that were connecting and helpful. 

The two reports of unhelpful or harmful self-revealing therapist disclosures 

mentioned in Wandshcneider’s study included a female participant describing an 

incident in which she told a therapist that her relationship with her husband was 

difficult and that he was very critical of her on many levels, which made her feel bad 

about herself. The participant also explained that her husband wanted her to have 

oral sex and that she could not do it and that she had never done this. The 

participant reported that her therapist was amazed and replied: “oh my gosh, I do it 

all the time” (Wandschneider, 2007, p. 91). The participant reported feeling 

humiliated, angry and hurt, adding that “it is bad enough that your husband finds 

things that are wrong about you let alone a therapist.” The participant expressed 

how she felt her therapist “was not on my side.” and that, “it felt like she was trying 

to put me down or dismiss my feelings” (ibid). The participant subsequently 

terminated her therapy without informing the therapist how unhelpful the self-

disclosure had been and how it had made her feel. Wandschneider termed this kind 

of TSD as “blatant” and “unhealthy” (Wandschneider, 2007, p. 140). 
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This unhelpful disclosure involved the therapist sharing personal views on sexual 

behaviour, in opposition to the client’s experience. Subsequently, it would seem that 

the participant perceived the therapist as not being able to provide technical 

neutrality, and the disclosure was seen as minimising the participant’s experience. 

The participant reported feeling the therapist possessed a lack of understanding and 

empathy, and the therapist had projected their own experience onto the participant 

when this was apparently not the way she was feeling. Also, the participant reported 

feeling hurt as what she had come to say was treated by the therapist as “something 

other than my own experience” (Wandschneider, 2007, p. 131). The participant 

suggested that, rather than hearing her, the therapist sought to tell her how she 

should feel. Wandshneider’s (2007) participant reported that this unhelpful 

therapist’s self-disclosure elicited adverse effects that were both immediate and 

distal, with the participant reporting feeling closed to speaking about this issue in 

therapy and closed to therapy in general. It would appear from looking at this study 

that this challenging, revealing self-disclosure seemed to highlight the differences 

between the client and her therapist. This left the participant perceiving the therapist 

as diametrically opposed to her viewpoint, leaving her little option other than to 

terminate therapy. 

In contrast, the work of Wells (1994) highlights other negative implications of self-

revealing disclosures. Wells’ study reveals that clients can find the very nature of 

having to listen to the problems of others either overwhelming, too much of a 

coincidence or so similar to their experience with others that it triggers terrible 

memories and consequently makes them feel much worse. Wells (1994) sought to 

explore eight participants’ experiences of self-revealing and self-involving therapist 

disclosure. The research involved seven women and one man, all former clients 

who had been in therapy (modality and presenting issues were not provided). All 

eight participants reported some degree of disappointment, disillusionment or 

surprise after initially hearing disclosures from their therapists. For the purpose of 

the research self-disclosure was defined as the therapist’s sharing during treatment 

sessions, information which falls into one of the following four categories: i) training 

and practice information; ii) personal life circumstances, experiences, attitudes and 

perceptions (such as marital status, whether he or she has children, his or her 

sexual orientation, personal emotional struggles he or she has had, his or her 

opinion or attitude about an issue discussed in therapy); iii) personal reactions to 

and feelings about the client; and iv) admissions of mistakes made in the therapy. 
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The actual TSDs described by the participants in Wells’s (1994) study included one 

therapist sharing details of their cancer diagnosis, later adding tearfully in a 

subsequent session that the participant’s struggles with depression were personally 

meaningful to her, given the difficulties she was facing in her own life. Another 

participant described how her therapist attempted to persuade her to join meetings 

of the organisation Adult Children of Alcoholics, and the therapist went on to share 

her own history of substance abuse. One participant with concerns about ending her 

relationship described listening to her therapist’s self-revealing disclosure, in which 

she expressed her regret after a lengthy, romantic relationship she had embarked 

upon that did not lead to commitment. Another participant reported that the therapist 

became tearful and visibly upset in reaction to her bereavement issue. One 

participant was surprised to hear the revelation that their therapist had a close 

relative with the same very rare medical condition from which the participant was 

suffering. 

Therapists are often cautioned about taking on clients who are experiencing 

difficulties or challenges similar to their own. The concern is that the therapist’s 

feelings may become enmeshed with those of their clients. It is suggested that 

therapists need to balance their limitations as practitioners and human beings with 

the needs of their clients. Research has highlighted how in situations where the 

client and therapist share the same emotional turmoil, the therapist may decide not 

to explore or over-emphasise negative emotions in their clients, and project their 

concerns onto them (Balsam, & Balsam, 1984). Furthermore, therapists may miss 

the possible signs of change and only respond to concerns that mirror their own. 

Wells (1994) provided examples that seem to indicate those therapists may have 

possibly lost some of their ability to be self-aware and reflective practitioners, and 

consequently, shared self-revealing disclosures that had the potential to burden or 

overwhelm their clients, and possibly lead to clients wondering about the therapists’ 

capacity to offer therapeutic assistance. 

All eight participants went on to explain that the voluntary nature of the disclosures 

had made them “uncomfortable” about the boundaries in their therapeutic 

relationships. One participant stated, “her boundaries were just gone … and it was 

so totally a boundary violation that I … never had any control of it, it just happened” 

(Wells, 1994, p. 31). These self-disclosures varied in content, but not context, in that 

the client did not prompt any of the self-revealing therapist disclosures. However, 

they could be seen as congruent, as these disclosures were reciprocally given in 
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response to a similar client disclosure. Nevertheless, it would seem that the 

disclosures often came from outside the client’s frame of reference and were 

therefore poorly received by the clients. 

While it is impossible to gauge the intentions behind these disclosures accurately, 

they may have sought to increase the similarity between client and therapist. 

However, the result seemed to focus on the therapist’s personal experience of the 

issue being presented. This mismatch in therapists’ intentions and the content of 

their disclosures has previously been noticed by Edwards and Murdock (1994), who 

surveyed practicing therapists to investigate their uses of self-disclosure. The 

completed surveys were returned by 184 respondents – 49 per cent men and 51 per 

cent women – from the following theoretical orientations: i) analytic (23 per cent); ii) 

behavioural (48 per cent); iii) humanistic (4 per cent ); iv) cognitive (14 per cent); v) 

eclectic (5 per cent), and 4 per cent responded ‘other’ (e.g. feminist, transactional 

analysis). The researchers noted that on closer examination of their findings there 

was an interesting discrepancy between the participant’s motives for disclosing and 

the content of their self-disclosure. The respondents reported that they most 

frequently used self-disclosure to increase similarity between themselves and their 

clients. However, they also reported disclosing information regarding professional 

issues more frequently than any other content area. Therefore, it would seem that 

the content of their disclosures was at odds with reasons for the use of this 

technique. This discrepancy seems to echo the findings within Wells’ (1994) study 

and has important implications for both training and therapeutic practice, as self-

disclosing therapists may be decreasing therapist-client similarity by disclosing 

about professional content or, in this case, personal experience of the issue being 

presented. Therefore, it would seem that more training involving an awareness of 

how TSDs are received may be beneficial in highlighting this type of discrepancy 

and reducing its potential to damage the therapeutic relationship. 

The use of self-revealing disclosures is clearly a complex intervention and Audet, 

and Everall’s (2010) research paper provided greater insight into how TSDs can 

bring about a wide range of unhelpful consequences. Their work involved nine 

participants and was part of a more extensive study that explored how clients 

experience the therapeutic relationship in the context of having received TSDs 

during sessions. TSD was defined as therapists sharing their life circumstances, 

past experiences, personal beliefs, values or emotional struggles. The participant 

group consisted of five males and four females, ranging in age from 22–56 years of 
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age. Their declared occupations were: respiratory therapist (1); homemaker (1); 

advertising professional (1; student (2); computer programmer (1); and no 

occupation provided (3). Their therapists were described as: doctoral-level 

counsellors-in-training (4); registered psychologists with more than 10 years’ 

experience (4); and psychiatrist (1). The dyads were described as: female therapist–

female client (4); female therapist–male client (2); and male therapist–male client 

(3). No information was given about therapeutic orientation or setting. All of the 

participants had completed therapy at the time of the interviews. Their initial 

presenting concerns varied from depression, anxiety, bipolar disorder, self-esteem 

issues, family and relationship problems and alcohol addiction. The interviews were 

analysed using interpretative phenomenological analysis (IPA). 

The findings of Audet and Everall’s (2010) study were in line with Hanson (2005) 

whereby more intimate, self-revealing therapist disclosures created a greater 

unease within the participants than less revealing ones that amounted to small-talk, 

like disclosures about therapist’s hobbies and leisure activities which were 

perceived as something that “broke the ice” (Hanson, 2005, p. 102) and bringing a 

brief sense of relief to participants. One participant suggested that “it kind of gives 

you a little chance to relax, and you don’t feel under the spotlight” (Audet & Everall, 

2010, p. 333). Audet and Everall’s (2010) findings consisted of six facilitating and 

five hindering themes. The hindering effects generally involved intimate, self-

revealing disclosures, the effects of which were described by three participants as 

generating feelings of discomfort and hesitancy towards their therapists. These 

participants interpreted the disclosures as odd and surprising. Also, a female 

participant explained how numerous disclosures from her therapist were interpreted 

as the therapist lacking in good judgement in her personal life, and therefore, 

consequently this participant doubted the therapist’s professional ability. This was 

similar to the participants in Hanson’s (2005) study, who described numerous 

elaborate, self-revealing disclosures that were often unrelated to their concerns. 

These discrepancies were interpreted as the therapist misunderstanding them, or 

worse: not being willing or able to address their problems. Consequently, the 

impression that their therapist was unwilling or unable to help was accompanied by 

a loss of faith in the therapist’s effectiveness and trustworthiness. These findings 

seem to support the more traditional view that discourages TSDs, believing them to 

blur boundaries and send mixed messages to clients, which can consequently 
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undermine the therapist’s role and diminish the client’s perception of the therapist’s 

professional qualities. 

Two of the participants who took part in Audet and Everall’s (2010) research 

reported feeling overwhelmed by their therapist’s self-revealing disclosures, 

suggesting it created a level of intimacy that they found distressing. Three 

participants emotionally withdrew from the process and would refrain from telling 

their therapists about specific issues because of lack of trust in the therapist’s ability, 

or seeing the therapist as too vulnerable to burden with their problems. While 

current, more liberal thinking has its place, Freud’s prohibition against disclosing 

would seem to be an enduring caution, as reports from the participants in the 

studies by Wells (1994), Hanson (2005), Wandschneider, (2007) and Audet and 

Everall (2010) seemed burdened by their therapist’s self-revealing disclosures. 

Furthermore, in Audet and Everall’s (2010) work there was a description of one 

instance where excessive sharing was perceived as “competitive” and 

“monopolising” of session time (Audet & Everall, 2010, p. 338). One participant 

suggested that initially, her therapist seemed like a chatty friend. Later, she reported 

the persistent self-revealing disclosures of personal issues and her therapist’s 

coping strategies evoked concerns that their roles had been reversed, while another 

male participant reported feeling that his therapist was “crazier” than he was (Audet 

& Everall, 2010, p. 335), describing how he would constantly battle to shift the focus 

back to his issues. These examples suggest that if self-revealing disclosures 

become too frequent, this can in some cases lead to the client’s experiencing 

feelings similar to being in competition with their therapists for session time. Other 

studies, including work by Dilts, Clarke and Harmon (1997) and Mallow (1998) 

support this notion, in that they proposed TSDs could create a sense of rivalry, 

whereby clients and therapists vie for the status of being the person with the most 

troubled past. This in turn may undermine the therapeutic relationship and leave the 

client feeling their concerns had been dismissed or minimised, or that they had 

wasted the therapist’s time. Similar situations were unearthed by Dilts, Clarke, and 

Harmon (1997), who explored the unique position of recovering psychiatrists 

engaged in the treatment of substance-abusing patients, believing that self-

disclosure would be a significant issue that may have been unavoidable if the 

psychiatrists had encountered their patients at Alcoholic Anonymous meetings. 

Initially, the researchers made attempts to identify psychiatrists who were recovering 

from addiction by contacting psychiatrists working in the field of substance abuse 
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treatment. They were surprised to find that no one knew of any psychiatrists in this 

treatment situation or of any literature written about it. Therefore, Dilts, Clarke and 

Harmon’s results relied on case vignettes shared by colleagues and accumulated 

over several years. The researchers made the following suggestions: that patients 

would be unable to tolerate self-disclosures about their psychiatrist’s previous 

addiction; that patients might develop a sense of competition with the psychiatrists; 

that a self-disclosure of prior addiction would be a violation of the psychiatrist’s 

privacy and may adversely affect the psychiatrist’s ability to treat the patient; and 

that such a violation of privacy might jeopardise the psychiatrist’s recovery. 

Likewise, Mallow’s (1998) analytic literature review focused on the technique of self-

disclosure and its usage in alcohol addiction therapy. Mallow suggested that 

disclosing past struggles with alcohol addiction or depression could result in clients 

censoring themselves out of a concern that they might negatively affect their 

therapist. Suggesting self-revealing therapist disclosure can lead clients to view 

therapists as too vulnerable to offer a safe therapeutic space, since clients may 

worry about censoring themselves for fear of their therapist’s possible relapse or 

other such disruptions in treatment. The findings of these studies into clinicians with 

a history of problems with alcohol reflect the belief of O’Brien (2010), who stated, 

“we are all wounded healers and need to be aware of how we use our wounds” 

(2010, p. 237). He suggested that if therapists do not care for their wounds, they 

may ultimately harm the therapeutic alliance and the effectiveness of the treatment 

that they provide. It would appear that in some instances the clients were struggling 

not to become the therapist’s therapist. These studies seemed to infer that those 

participants perceived their therapists as too vulnerable to be confronted about their 

disclosing behaviours and too emotionally involved in their troubles to offer effective 

therapy, and that the clinicians often seemed unaware of how their self-revealing 

disclosures were received. 

This lack of awareness was undoubtedly the case in the previously mentioned study 

by Wells (1994), as participants generally only shared the positive effects of self-

revealing disclosures with their therapists. This was explained by one participant in 

Wells’s (1994) research who stated, “I didn’t tell her the full spectrum of my 

feelings”, while another participant reported, “I didn’t have the energy … I was so 

angry” (Wells, 1994, p. 33). Participants described their initial feelings on hearing 

the disclosure as “pissed off”, “humiliated”, “scared”,” “offended”, “stunned”, 

“ashamed”, “desperate”, “hurt” and “freaked out” (Wells, 1994, p.32). However, 
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participants expressed that they kept their most disagreeable feelings about the 

disclosures to themselves. This knowledge has implications for therapy and 

research. If clients do not always report the negative impact of TSD to their 

therapists, this suggests that anecdotal accounts of practical experience may not 

always provide the most accurate information for clinicians. 

In addition, some participants described how these initial adverse reactions 

continued as their therapists unrelentingly offered self-revealing disclosures. One 

participant described repeatedly receiving personal information from her therapist 

despite having requested on numerous occasions for her therapist not to tell her 

these things. This participant expressed her anxiety as her therapist became 

increasingly chatty and confided in her by sharing disclosures about her personal 

life. The participant explained that this felt like a familiar interpersonal dynamic of 

being “treated like an equal” (Wells, 1994, p.32), which triggered upsetting 

memories of her relationship with her mother, who treated her like a friend and not 

as a daughter. Frequently the participants expressed feeling inhibited by the 

disclosures. One participant stated, “his disclosure shifted the focus, and now I felt I 

needed or wanted to be sensitive to what my complaining was doing to him, I felt 

more like he as a vulnerable person” (Wells, 1994, p. 34). This statement was 

somewhat representational of at least half of the participants in Wells’s (1994) study, 

who expressed increased concerns about their therapists’ feelings and a decreased 

confidence in their therapists’ abilities. It would appear that the participants became 

increasingly inhibited by the disclosures, and no feedback was sought to ascertain if 

the clients found this type of intervention useful. 

In contrast, the study by Knox, Hess Petersen and Hill (1997) focused on clients’ 

perceptions of helpful aspects of therapist disclosure, yet their findings provided 

insight into problems that can occur with any type of TSD. Their study set out to 

explore three areas related to TSD that were perceived as helpful by clients: first, 

the potential ability for the disclosures to enable the client to see their therapist as 

more human; second, how disclosures fostered feelings of universality and 

alleviated the clients’ sense of being alone in their suffering; and last, the use of 

TSD as a tool to model a more positive outlook. 

The study involved 13 clients (nine women and four men), currently attending long-

term therapy. The participants’ ages ranged from 26 to 50, and their presenting 

problems included: depression; sexual difficulties; drug/alcohol rehabilitation; 
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borderline personality disorder; eating disorders; anger; and relationship issues. All 

the participants were seen in private practice. TSD was not defined within the study, 

however, the focus was on disclosures that clients believed were helpful to them. 

The researchers found that even when a client perceived a therapist’s self-

disclosure as helpful, the disclosure may also on occasion have evoked negative 

feelings, reactions or consequences to their therapy. Examples given were a client 

who described being worried about boundaries after hearing their therapist’s 

disclosure, and another client who reported fearing the closeness created by their 

therapist sharing details of their life outside the therapy room. 

These findings supported the earlier work of Wells (1994), in which four out of eight 

participants reported that their therapist’s self-disclosures had altered boundaries 

unfavourably, leading to reduced credibility and confidence in their therapist’s 

abilities and professionalism. Despite these negative perceptions, the participants in 

the Knox, Hess Petersen and Hill (1997) study added that they did believe that TSD 

could be a useful intervention. It would seem from these studies that there are no 

risk-free disclosures and that the sub-categories of helpful and unhelpful are not 

mutually exclusive: helpful disclosures may contain unhelpful elements, and 

therefore fit into both categories. 

The fluid nature of these categories was further illustrated by Bridges’s (2001), 

anecdotal account, when as a therapist she was asked to share information about 

the domestic help she employed to make full-time work and family life possible. The 

client was grateful for the information received and commented on its helpfulness. 

Years later, the same client divorced, and in reduced circumstances returned to 

therapy and remembered this information and suggested that the therapist could no 

longer understand her as they no longer shared the same comfortable lifestyle, 

which caused a rift between them, upsetting both the client and the therapist. It 

would seem that initially, the disclosure was provided to illustrate the similarity 

between the therapist and client, while years later it demonstrated their differences. 

The example highlighted how, once spoken, disclosures cannot be taken back, and 

over time they can be filtered through the lens of shifting emotional and relational 

contexts, and suggests the temporal nature of therapist disclosures, in that the 

meaning and value of TSDs are only understood in context. 

The topic of the risks for therapists inherent in self-revealing disclosures were 

highlighted further by Denney, Aten and Gingrich’s (2008) article outlining a series 
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of recommendations to aid therapists in developing and integrating spiritual self-

disclosure into the therapeutic process, which introduced six categories of spiritual 

self-disclosure by adapting Wells’s (1994) and Kottler’s (2003) categorisations. 

Denney, Aten and Gingrich (2008) cautioned against sharing personal information 

with clients who may readily adopt the therapist’s characteristics or who have poor 

identity formation. Likewise, they suggested against sharing information with clients 

who may be inclined to use the information against the therapist in some way. 

However, they provide little guidance on how to ascertain if a client would be 

motivated to use what had been shared to the disadvantage of their therapist, 

making the suggestion almost impossible to apply to practice. 

In contrast, some clinicians were concerned about self-revealing disclosures 

decreasing clients’ perceptions of their abilities as therapists. This issue was echoed 

in a number of studies relating to therapeutic work with LGBT communities (Borden, 

Lopresto, Sherman, & Lyons, 2010; Carroll, Gauler, Relph, & Hutchinson, 2011; 

Cole & Drescher, 2006; Evans & Barker, 2010; Jeffery & Tweed, 2015; Kronner & 

Northcut, 2015; Moore & Jenkins, 2012; Satterly, 2006; Gilbert & Drescher, 2006). 

The dilemma of whether or not to disclose was explored from the therapist’s 

perspective in Moore and Jenkins’ (2012) study. The primary objective of this 

research was to investigate the experiences of gay and lesbian therapists when 

considering self-disclosure of their sexual orientation to heterosexual clients. The 

eight participants all reported never ‘coming out’ to some of their heterosexual 

clients, with one participant stating that they had been seeing a heterosexual client 

for nine years without mentioning their sexuality, asking “is that okay?” (Moore & 

Jenkins, 2012, p.311). This rhetorical question seems to imply some level of 

awkwardness around his non-disclosing behaviour. 

Another participant described the dilemma when asked a direct question by a client, 

saying, “I don’t want to hide my sexuality if I evade their question, something in me 

feels ashamed … it may be the moment, when I say I am doing something for me” 

(Moore & Jenkins, 2012, p. 312). While the honest and candid nature of these 

interviews should be applauded, it is important to explore the possible motivations 

behind this urge to disclose, in the light of work by Kuchuck (2009). The article by 

Kuchuck (2009) explores the darker side of why therapists may choose to disclose, 

suggesting narcissistic self-regulatory reasons that are normal human reactions. 

These may include the therapist’s need to brag or show off, loneliness and a need 

for approval or love, isolation, fatigue, a wish to gratify a client’s request to know, a 
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wish to control how they are perceived and a discomfort with the distortions of 

transference, or to avoid feeling vulnerable. It would seem that for some clinicians 

there may be to a greater or lesser extent a combination of normal narcissistic need, 

uncertainty and vulnerability at play when disclosing. It would seem for others that 

disclosures are often given in the heat of the moment, as in Knowles and Bugel’s 

(2008) study which involved 10 counsellors discussing their self-revealing disclosing 

behaviours. Many of the counsellors reported experiencing unprompted impulses to 

disclose. Also, some of the counsellors described how they made disclosures only 

to wish later they hadn’t. Although little information was provided to explain the 

regret the participants experienced, their actions seem somewhat consistent with 

participants in Moore and Jenkins’ (2012) study and in earlier work by Glue and 

O’Neill (2010). 

Glue and O’Neill (2010) interviewed six psychologists about their self-disclosing 

attitudes and behaviours, and concluded that self-disclosures were used by the 

psychologists based on in-the-moment opinions, and that disclosure depended on 

the personality of the clinicians and the particular client, but most importantly a 

subjective decision of it feeling right. Bitar et al. (2014) suggests it is realistic to 

assume that the feel right proviso across therapist disclosure types would require 

the statement to fit the needs of the client in the moment, and that disclosures also 

tended to be brief, with the therapist returning the focus back to the client in a timely 

manner. It would appear that while the participant in Moore and Jenkins’ (2012) 

study was tempted to disclose, those in the studies by Knowles and Bugel (2008) 

and Glue and O’Neill (2010) reported disclosing to clients with varying degrees of 

success. It might be that Kuchuck (2009) can provide some insight into the 

motivations surrounding this. However, training in the area of the feel right criteria 

suggested by Bitar et al. (2014) may be helpful for those who are studying for a 

counselling qualification. 

Looking again at the reports given by the respondents in Moore and Jenkins’ (2012) 

study, all of the therapist participants expressed that they felt or had felt fear of client 

judgement and increased anxiety relating to the use of self-revealing therapist 

disclosures relating to their sexuality. This anxiety was perceived to be most 

heightened in therapists who worked from home. While the fear of being judged 

appeared in all of the interviews, some participants feared rejection, loss of respect 

or not being taken seriously. One participant described his unease as “internalised 

homophobia” (Moore & Jenkins, 2012, p. 311).  There was a general assumption 
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amongst the participants that disclosure of their sexuality could lead to heterosexual 

clients disliking them and not returning for further sessions. 

However, most of Moore and Jenkins’ (2012) participants suggested that with same-

sex clients there was a fear that the client may mistakenly believe they were 

sexually attracted to them, with one participant stating “I don’t want to be seen as 

predatory or seductive” (Moore & Jenkins, 2012, p. 312). The awkwardness of being 

perceived as sexually attracted to clients was further emphasised as all participants 

imagined disclosures of their sexuality would be more comfortable with heterosexual 

clients of the opposite sex, where it was perceived that clients were less likely to 

jump to the wrong conclusion. Two of the eight participants who reported that they 

had disclosed to heterosexual clients (opposite and same-sex), stated that, while 

the impact of revealing their sexuality did not always result in the premature 

termination of therapy as predicted, they felt they had lost clients because of this 

disclosure. This seems to suggest that the clinicians’ fears where not wholly 

unfounded. Therefore, it is understandable that participants dreaded direct 

questions about their sexuality. Even though they were aware that this fear had the 

potential to provoke anxiety about their normal narcissistic needs, issues and self-

regulatory functions, it had the potential to either lead to ill-advised disclosures or 

inhibit sharing that might be needed. Therefore, it would seem from their experience 

that even in non-disclosing situations, there was a potential to derail the therapeutic 

process by inhibiting the therapists, reducing their feelings of self-worth as 

professionals and distracting their energies away from their clients’ issues. 

Similar to the previously mentioned studies by Moore and Jenkins (2012), Glue and 

O’Neill (2010) and Knowles and Bugel (2008), further research carried out by 

Bottrill, Pistrang, Barker and Worrell (2010) also explored the dilemma of disclosure 

from the counsellor’s perspective. This qualitative study examined clinical 

psychology trainees’ experiences of using or not using TSD and their experience of 

training and supervision on this issue. Fourteen trainees were interviewed, and their 

accounts were analysed using IPA. Generally, the participants described how they 

struggled to find a comfortable way of answering direct questions posed by clients, 

fearing that a truthful answer would be against the rules, seen as taboo and be 

frowned upon by other professionals or that it may violate ethical codes. These 

participants described a range of responses to direct questions, but typically 

conveyed a pressure to respond quickly. Some answered “automatically” or 

“accidentally” in these situations (Bottrill, Pistrang, Barker & Worrell, 2010, p.171). 
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These findings would appear to be in contradiction to many of the authors on this 

topic, who seemed to expect practitioners to use TSD strategically, as a means to 

an end. However, it would appear that in practice, disclosure can sometimes occur 

without planning as an in-the-moment response to a direct question. This has 

implications for research, as it would seem there is very little written about the topic 

of how or why self-revealing disclosures actually happen in therapeutic settings, 

which may be one of the reasons that these clinicians do not feel supported in this 

aspect of their work. 

Generally, the trainee psychologists participating in Bottrill, Pistang, Barker Worrell’s 

study stated feeling stated feeling that disclosure suggested they were less able to 

“leave work at work” and left them fearing their supervisors would disapprove of 

their actions (Bottrill, Pistrang, Barker & Worrell, 2010, p.173). This would seem to 

be in line with Totton’s (2010) description of trainees’ internal modelling of what they 

believe is expected of them by their profession, that he describes as “ways in which 

self-censorship or ‘therapy police’ is installed in practitioners – primarily through an 

insufficiently examined notion of boundaries” (Totton, 2010, p. 11). Totton 

suggested that this exaggerated form of internal supervision blocks therapists from 

developing authentic relationships with clients. While Bottrill, Pistang, Barker and 

Worrell’s (2010) study didn’t provide any evidence to suggested that the clients were 

unhappy with the situation, it was clear that the trainees experienced considerable 

anxiety and self-doubt around their use of self-revealing disclosures. 

One of Bottrill, Pistrang, Barker and Worrell’s (2010) participants suggested their 

anxieties were heightened when they believed their instinct to disclose was in direct 

conflict with their training organisation’s recommendations or their supervisor’s 

stance. In these situations, the participants described seeing disclosure as an 

“unknown zone” and “murky water” (Bottrill, Pistrang, Barker & Worrell, 2010, 

p.171). The participants described feeling that self-revealing disclosure were in 

opposition to the guidelines they had received from their supervisors and in some 

cases from the profession as a whole. They therefore, experienced the use of self-

revealing therapist disclosure as an uncertain space outside of the confines of their 

training and believed professional position as psychologists. Another participant 

reported worrying that a self-revealing disclosure could “open the floodgates” 

(Bottrill, Pistrang, Barker, & Worrell, 2010, p. 172), going on to describe how they 

thought to answer initial, personal questions may in some cases increase a client’s 

curiosity and lead to a plethora of requests for information, until the client had 
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possession of their whole life story, with the potential to lead to a complete role 

reversal. The worry was that an initial disclosure could kick-start a process that has 

the potential to expose the therapist and alter their role from a helping professional 

into being a friend, a substitute family member or, in the worst-case scenario, a 

client. This alteration of roles was seen as particularly worrying as the asymmetrical 

nature of the therapeutic relationship makes the notation of mutual consent to an 

extracurricular relationship highly questionable. There is often a power imbalance 

within the therapeutic relationship: this may be illusory, a symptom of a client’s 

feelings of low self-esteem or poor self-image, or a feeling of inadequacy. 

Sometimes this inequality could be real, but either way, if a therapist entered into 

another type of relationship with the client this would be seen as taking advantage of 

an imbalance within the therapeutic relationship. This is often termed as having a 

dual relationship: something that occurs when people are in two very different types 

of relationships at the same time. Generally, dual relationships are considered 

unethical within therapy. Therefore, self-revealing therapist disclosure was seen as 

creating anxiety within the psychology trainees who saw its potential to blur, 

transgress or violate boundaries, and build dual relationships that may derail the 

therapeutic process and harm clients. This again suggests the need for further 

research and training that explores boundary concerns. 

It is worth noting that one rarely voiced topic was that self-revealing disclosure could 

potentially lead to blurred boundaries and closer, more personal relationships, 

leading to sexual activity as warned against by Koocher & Keith-Spiegel (1998). 

There is a wealth of research demonstrating that sexual contact between clients and 

therapists has ramifications for clients in the form of psychological damage 

(Sommers-Flanagan J., & Sommers-Flanagan, R., 2012; Pope, 1990). Also, it has 

been argued that viewing TSDs as a ‘gateway’ to sexual transgression is an 

oversimplification (Totton, 2010). This idea is consistent with most research findings 

in that the majority of therapists who use self-revealing disclosure do not go on to 

sexually exploit their clients. Clearly, this idea is problematic, as it concerns an area 

of study where trials cannot be conducted, and honest self-reporting might not be 

expected. However, exploring the findings of the majority of contemporary research 

studies would suggest that a level of caution should be applied when labelling TSDs 

as predictive of sexual relationships, partly because TSD is not uncommon and this 

suggestion may result in numerous false positive predictions of potential sexual 

boundary violations if used in a predictive manner. 
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It should also be noted that the therapeutic relationship has an asymmetry of 

confidentiality, whereby once the therapist has made a self-revealing disclosure it is 

no longer the therapist’s choice to hold that information private, as it now belongs to 

the client (Sweezy, 2005). This appeared to be under-researched within the 

available literature, as only four of the 88 studies retrieved explored this 

phenomenon. One paper which investigated the subject was an article by Sweezy 

(2005), who suggested that whatever the therapist says can be quoted, misquoted 

and otherwise interpreted and discussed in the full knowledge of the therapist’s 

name and location of work. The article recommends that the focus on how to 

disclose should revert to the traditional position of whether to disclose. This position 

is supported by Gutheil (2008) who explored the distinction between boundary 

crossing and boundary violation through a number of case vignettes. Gutheil 

suggested that the level of negative consequences a therapist may face has 

changed remarkably, as even a perceived or misperceived boundary transgression 

can lose a therapist their professional standing and reputation. Therefore, it is 

understandable that many clinicians view self-revealing therapist disclosure as 

potentially problematic and risky. While research suggests that the overwhelming 

majority of therapists continue to use self-revealing therapist disclosure, although 

infrequently, there is some evidence that younger generations of therapists are 

disclosing less often, even taking into account the fact that theoretically based 

prohibitions against such self-revealing disclosures have loosened (Zur, 2007). 

Gibson (2012) suggests the socio-legal climate, whereby the therapist’s decision-

making processes may be influenced by legal considerations beyond the scope of 

their professional guidelines, could be somewhat responsible for this downward 

trend. Gibson (2012) believes that therapists’ decisions may now incorporate 

increased concerns about litigation, which have led malpractice insurance providers 

to urge clinicians to veer away from self-revealing disclosures, at least in the 

American context. As most western countries are avid readers of American 

research, these ideas could conceivably travel further afield. 

Looking at the available research, there is evidence of both negative self-involving 

disclosures and self-revealing disclosures being seen as unhelpful or harmful. Much 

has been said about the timing of self-revealing disclosures, suggesting it can be 

unhelpful if disclosures are offered too early before the therapeutic alliance has 

been sufficiently established. Likewise, reassuring self-revealing disclosures are 

more frequently successful than those that challenge the client’s frame of reference 
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and are therefore outside of the client’s experience. It is believed that both negative 

self-involving disclosures and challenging self-revealing disclosures are inhibiting 

because they closely mimic everyday interactions and have the potential to trigger 

unpleasant memories, especially for clients who have presented with family and 

relationship issues. Lastly, concerns over the use of intimate, self-revealing 

disclosures or failure to answer direct personal questions from clients have been 

seen to provoke anxiety within clinicians. This anxiety has the potential to be picked 

up by the client, and, if left unexplained, could cause the client some concern. The 

anxiety also has the potential to create self-doubt within the therapist, leading to 

their doubting their professional ability and fearing that their clients will terminate 

therapy. 

Looking at these research studies it is clear to see why self-revealing therapist 

disclosure has been a controversial topic (Maroda, 1999). Self-revealing disclosure 

may have the potential to create awkward situations, leave the client feeling 

inhibited, or lead clients to experience decreased levels of confidence in their 

therapists' abilities. Therefore, it would seem safe to assume that the findings of 

these studies may in some instances serve as an obstacle to therapists using these 

techniques within their therapeutic work. 

2.7 Research on the impact of non-disclosing therapists 
Maroda (1999), in her examination of creating an intersubjective context for self-

disclosure, stated that “much of the literature on deliberate self-disclosure has 

involved dramatic case examples that are certainly not for the faint of heart” 

(Maroda, 1999, p. 475). Therefore, it might be surmised that the previously 

mentioned research is sometimes viewed as cautionary, and if this is the case, it is 

not surprising that non-disclosure is frequently seen as the default position for some 

clinicians. This view is put forward in Nutt-Williams and Hill’s (2001) review of 

examples of research findings that may be useful to clinicians where they argued 

that many therapists may avoid the use of TSD possibly because of an overstated 

sense of their internal supervisor or having seen the research that cautions against 

its use, even though there is research to show that clients consistently have positive 

reactions to disclosures. 

However, it would appear that some topics are less frequently shared with clients. 

Knowles and Bugel (2008) interviewed 10 therapists about their self-disclosing 

practices, and their findings suggest that therapists are least likely to disclose about 
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fantasies, personal goals, use of drugs or alcohol, financial status, political 

affiliations and sexual experience. Therefore, suggesting that rather than non-

disclosure being linked to the therapist’s theoretical orientation TSD may be 

dependant on the context and content of the therapy session falling within the 

parameters of topics that deemed acceptable. 

It seems that there is an under-representation of the benefits and risks associated 

with non-disclosure within the available literature (under 32 per cent of the studies 

retrieved from the databases mention non-disclosure). The research that had 

explored non-disclosure by therapists falls mainly into analogue-style designs; these 

are studies where participants not in therapy or delivering therapy were involved in 

laboratory research, with a non-disclosure style and a disclosure style therapist. 

Looking at the small amount of research relating to non-disclosure in realistic or 

naturalistic settings it would appear that a strict stance of non-disclosing has the 

potential to be problematic. This is in line with humanist and feminist counselling 

theorists, whose expectations are that clients experience therapists who maintain a 

rigid policy of non-disclosure negatively. 

The premise that non-disclosure can be seen negatively by clients is somewhat 

supported by Hanson’s (2005) work, which is one of three studies that explored the 

topic of non-disclosure using a qualitative approach. Non-disclosure was the term 

used to label the interaction when a therapist declined to provide the answer to a 

direct question posed by their client. For example, a therapist may answer with 

another question, or a statement justifying why the ‘actual’ answer would be 

withheld, or may give no answer at all. Hanson asked clients about the effects of 

their disclosing and non-disclosing therapists in the previously mentioned study 

involving 18 Canadian clients in therapy. The study generated 157 incidents of both 

disclosure and non-disclosure. The incidents were first coded as helpful or 

unhelpful. Cross-tabulation of the results showed that disclosures were more than 

twice as likely to be experienced as helpful; non-disclosures were twice as likely to 

be unhelpful. While there were some criteria attached to the helpful category, the 

unhelpful criteria were merely that the participants reported feeling worse after 

hearing the disclosure or not being given an answer to a direct question. Hanson 

(2005) suggested that the most significant single detrimental effect of not answering 

the client’s question was to the therapeutic alliance. This is illustrated by one of her 

participants, who described how she “liked to know who she was talking to,” 

(Hanson, 2005, p. 100) and had, therefore, asked her therapist for some 
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background information to get to know her and to establish a link. The participant 

explained how the therapist’s refusal embarrassed her, and, feeling invalidated and 

that she had committed a social blunder, the participant terminated therapy. While 

not all non-disclosures were perceived as unhelpful, from the examples given, two 

of the eight participants mentioned that non-disclosing therapists were seen as 

lacking connection. These non-disclosures were reported as being experienced as 

hurtful, destroying trust, causing embarrassment, triggering feelings of loneliness, 

and invalidating for the client. The study suggested that when a therapist suffered 

illness or bereavement, their client might sense a difference in the therapist’s level 

of attunement, emotional availability or general demeanour. If this were the case, 

then it is realistic to assume that voluntary non-disclosure (i.e. not disclosing when 

not prompted by a question from their client) of this event might cause the client 

some anxiety. As the client would lack any knowledge to enable them to 

conclusively attribute these emotional changes to something within the therapist’s 

life, it is possible that the client could be left feeling that they were to blame for the 

unexplained alteration in the relationship. Therefore, it may seem that not providing 

an answer to a direct question from a client is equally as risky as offering some self-

revealing disclosures, as both Hanson (2005) and Wandschneider (2007) provide 

examples where non-disclosure has potentially caused distress to the client and 

irreparable damage the therapeutic alliance. 

Wandschneider (2007) further illustrated this point in his research, which involved 

interviewing 10 clients about their therapist’s disclosing behaviour. The study 

suggests non-disclosing therapeutic styles are seen as less ‘real’, and the 

participants reported experiencing this as cold, and that non-disclosure did not 

promote openness within the therapeutic relationship. Furthermore, the former 

clients who reportedly held these perspectives about non-disclosing therapists also 

terminated therapy. 

There has been considerable attention given to the premise of the client seeing the 

therapist as ‘real’, which suggests seeing the therapist as more human and 

accessible, genuine, fully open and personally involved with their clients is important 

to the therapeutic alliance. Gorkin (1987) gave further insight into what he believed 

the term ‘real’ referred to when he discussed the qualities required to enable a 

therapist to make successful, self-revealing disclosures. These characteristics were 

honesty and genuineness, the ability to convey a sense of humanness, the capacity 
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to confirm the client’s sense of reality, and the aptitude to clarify the fact and nature 

of the client’s impact on them as a therapist and on people in general. 

In contrast, the research findings presented by Hanson (2005) and Wandschneider 

(2007) seem to suggest that the participants viewed non-disclosure as part of trying 

to show a false picture to others. However, Hanson (2005) proposed that the 

therapist’s skill played a large part in making the client’s experience of non-

disclosure successful. Hanson suggests that a more active approach to not 

answering the question could play an important role. As clients reported that in 

instances where they had asked their therapist a direct question, non-disclosure 

delivered with compassion and justification was helpful. In some examples, clients 

preferred compassionate non-disclosure, as it left them free to imagine their 

therapist’s answer. Sweezy’s (2005) article explored when and why therapists might 

choose to make self-revealing disclosures when they are aware of the asymmetric 

nature of confidentiality within the therapeutic relationship. Sweezy’s (2005) work 

highlights how deliberate and carefully explained non-disclosing can be an 

opportunity for the therapist to model attendance to personal safety, being able to 

set personal limits, acceptance of difference, and attending to the existence of rules 

to their clients. 

However, without training that relates explicitly to these techniques, it is easy to see 

why some clinicians expressed their anxiety at being confronted with direct 

questions. A study carried out by Bottrill, Pistrang, Barker and Worrell (2010), 

explored the experience of receiving direct questions from the client from the 

clinicians’ perspectives. The study involved a qualitative examination of 14 clinical 

psychologists’ experiences in training and supervision when using or not using TSD. 

The participant group consisted of 10 women and four men, ages ranging from 26 to 

32 years old. In their interviews, the participants described being “flustered,” “caught 

off guard” and “put on the spot” by their clients’ direct questions relating to marital 

status, sexual orientation and hobbies (Bottrill, Pistrang, Barker, & Worrell, 2010, p. 

169). Participants also described their concerns about not answering these 

questions. Generally, participants viewed not answering as “rude and unacceptable” 

(Bottrill, Pistrang, Barker, & Worrell, 2010, p. 170), especially if they believed the 

question was ‘normal’. The participants reported worrying about the adverse effects 

their non-disclosure could have on clients, with one participant stating, “if I were in 

her shoes I would probably feel snubbed” (Bottrill, Pistrang, Barker, & Worrell, 2010, 

p. 171). The main strategy the participants used to avoid giving their clients a direct 
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answer was to ‘throw it back’, by asking a clarifying question to their client, such as 

‘Why do you ask?’, or ‘Why is this important?’ Some participants reported feeling 

this strategy had the potential to jeopardise or damage the therapeutic relationship. 

In all the work that relates to non-disclosure, an overarching theme concerned the 

skill (or lack thereof) with which therapists chose not to disclose, especially when a 

question was posed by a client. It was concluded that therapists need to be skilled in 

their responses, and to think deeply in advance about what, how and when they 

might decide not to disclose. These findings have implications for training and 

practice, as it would seem that a more active approach to non-disclosure is required 

if clinicians are to minimise the risk of jeopardising the therapeutic alliance. This 

would need clinicians to be trained to engage the client in a dialogue surrounding 

requests for self-revealing therapist disclosures, and to be able to frame a refusal to 

answer questions compassionately and in a way that clients can understand and 

accept as beneficial. 

This research also suggests that non-disclosure is no longer the easy answer to the 

question of whether or not a therapist should self-disclose. It would seem that 

approaches to TSD need to be more flexible and sophisticated, rather than based 

around simply worrying that they could disclose something that they shouldn’t have. 

The existing research seems to indicate that they are also in danger of not 

disclosing something that they perhaps should have. Peterson’s (2002) review of 

literature relating to self-disclosure somewhat supports this idea, with the suggestion 

that few clinicians would argue that TSD is always unethical. 

2.8 Research on the positive impact of therapist self-
disclosure 
Despite this cautionary backdrop, Jourard (1964), who is widely thought to have 

coined the term self-disclosure and developed the pro-disclosure argument by 

explaining what he termed the dyadic effect, whereby TSD was seen as an integral 

part of existential therapy (Jourard, 1971). Jourard believed TSD to be the most 

effective means to elicit genuine disclosures from clients. He felt that taking the lead 

in the risky business of sharing information was central to facilitating the therapeutic 

process. 

This pro-disclosure stance was shared by the Rogerian and feminist approaches, 

which also gave value to the use of self-revealing and self-involving therapist 

disclosure. Rogerian therapists see the role of these self-disclosures as crucial in 
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establishing rapport, building a strong therapeutic alliance and conveying 

genuineness, empathy and unconditional positive regard to the client (Rogers, 1958; 

1970). Similarly, feminist approaches endorse self-disclosures of professional 

experiences and qualifications, emotional responses, personal identity and 

experiences as a means to reduce the power imbalance between therapist and 

client (Mahalik, Van ormer, & Simi, 2000), and promote increased collaboration. 

However, there is no blanket position suggesting clinicians divulge in a free 

association style (Knight, 2009). 

The large proportion of the available literature focused on analogue studies which 

involved participants (generally, female university students) viewing a short video 

vignettes of counselling sessions, or reading prepared transcripts before rating a 

therapist’s professional qualities such as empathy, congruence, expertness, 

trustworthiness, competency and effectiveness (Nilsson, Strassberg, & Bannon, 

1979; Barrett & Berman, 2001; Borden, Lopresto, Sherman, & Lyons, 2010; Carroll, 

Gauler, Relph, & Hutchinson, 2011; Hendrick, 1988), and/or personal qualities 

including warmth, likability and attractiveness (Hoffman-Graff, 1977; Fennell, 1995; 

Fox, Strum, & Walters, 1984; Myers & Hayes, 2006; Nyman & Daugherty, 2001). 

Other analogue research has focused on self-disclosure variables such as 

frequency, content, intimacy level, timing and duration (Peca-Baker & Friedlander, 

1987). 

An example of an analogue study that attempted to explore the impact of self-

disclosure on the client was conducted by Myers and Hayes (2006). This study of 

224 undergraduates viewing videos of therapy sessions suggested that the success 

of self-revealing therapist disclosures (termed in the paper as general disclosures) 

and self-involving disclosures (termed in the article as countertransference) were 

dependent on the strength of the working alliance. They argued that in a positive 

alliance, self-disclosures of each type could lead to more in-depth sessions and the 

client having a stronger view of the therapist as an expert. However, it should be 

noted that no information regarding the categories of shallow and in-depth sessions 

or definitions of general disclosure was provided. 

Subsequently, much of these research studies have been critiqued because of their 

analogue nature (Bottrill, Pistrang, Barker, & Worrell, 2010). The analogue studies 

involved scripts written by researchers rather than actual therapy sessions. While 

analogue studies have the benefit of allowing researchers to manipulate and control 
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the variables, as the disclosures are set up. It is argued that the fabricated and pre-

determined nature of these disclosures means that they may have lost some of their 

spontaneity and unique nature. Therefore, it has been suggested that where 

findings are generated using videos of scripted pseudo-sessions or the reading of 

transcripts by observers who are not involved in the therapeutic endeavour, the 

results might not be accurate or representational of how a client or therapist could 

feel in a therapeutic setting. Consequently, it has been suggested that analogue 

studies lack the field validity required for clinicians to apply the findings to practice 

successfully. 

Additionally, although the variables are easy to manipulate in these laboratory 

settings, it would appear that no study has attempted to systematically examine a 

range of disclosures (i.e. involving/revealing, congruent/non-congruent, 

positive/negative, reassuring/challenging, immediate/non-immediate). Coupled with 

the abundance of mixed findings that have stemmed from analogue research, it is 

easy to understand why many clinicians experience complex internal struggles 

when making decisions about self-disclosure in their clinical work (Audet, 2004; 

Rogers, 1970). Further research has shown limited support for the clinical 

usefulness of self-revealing and self-involving therapist disclosures (Knox & Hill, 

2003). A range of additional benefits have been suggested, including that TSD can 

enhance the client’s perception of the therapist both professionally and personally 

(Watkins, 1990), that they heighten the clients experience in therapy (Hill, Mahalik, 

& Thompson, 1989), and that disclosures can help to develop and maintain the 

therapeutic relationship (Hill & Knox, 2002). 

Knox and Hill (2003) presented some suggestions for effective use of TSD based on 

existing empirical literature. They suggested that clients found that reassuring 

disclosures that support, reinforce, or legitimise the client’s perspective, way of 

thinking, feeling, or behaving such as ‘I am proud of you for seeking help’, would be 

better received than a therapist saying ‘I am worried you are holding back in 

therapy’, which could be seen as in opposition to the client’s way of behaving. An 

example of a challenging self-involving disclosure can be found in the work of Bottrill 

et al. (2010), where a participating therapist felt anxious after saying to a client that 

she felt pushed away by her and that this might be how others also experienced her. 

While Bottrill et al. (2010) suggest that more significant disclosures of personal 

history or challenging self-involving disclosures were identified (either by client or 

participant) as “pivotal” events in the success of the therapy, they are not without 
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risk (Bottrill, Pistrang, Barker, & Worrell, 2010, p. 173). Indeed, this participant 

described her use of this challenging, self-involving disclosure as particularly risky, 

and she felt at the time uncertain of its outcome. This suggests that these two 

interventions may be more suited for last-ditch attempts to engage and possibly 

retain a client who may already have detached themselves from the therapeutic 

process. 

Anecdotal accounts by psychoanalysts who originally trained in a psychodynamic 

approach (that traditionally advocates a blank sheet viewpoint to self-disclosure) 

have provided a glimpse of the therapeutic process in a naturalistic setting that may 

be seen as more readily applicable to practice. Some psychoanalysts and 

psychotherapists have written about TSD in their work with children, including 

Barish (2004), Gaines (2003), Papouchis (1990) and Renik (1999). Generally, these 

accounts show a more disclosing style than would generally be associated with 

psychoanalysts. They suggest their approach is guided by an awareness that young 

clients frequently come to therapy with a history of fixed and unyielding 

relationships. Therefore, as therapists they were worried that patterns of deflecting 

questions could contribute to the young clients’ experience of the world, where they 

have less choice and autonomy, and this could give rise to clients experiencing 

therapists as authoritarian figures. Barish (2004) illustrates his relational approach 

by saying “I ask children about their interest and tell them some of what I know 

about it, or what I don’t know so that they can teach me” (Barish, 2004, p. 274). 

Barish reports that generally, most children seem surprised and even delighted by 

these small disclosures, and almost universally experience these discussions not as 

intrusions, but as evidence of Barish’s interest in them. It would appear that these 

disclosures communicate an atmosphere of normalcy that fosters the child’s sense 

of ease and openness. However, few studies have attempted to explore whether or 

not TSD is welcomed by clients in the context of their personal therapy (Audet, 

2004). Therefore, explorations of the impact of TSD on clients’ processes and 

therapeutic outcomes are conspicuously scarce within the literature. 

It can be argued that, research into TSD has benefited from including the clients’ 

viewpoint (Audet, 2004). However, this research has often been restricted to 

defining disclosure sub-types and focusing on helpful interventions (Knox, Hess, 

Peterson, & Hill, 1997). Hill, Mahalik, and Thompson (1989) accurately predicted 

that reassuring TSDs are seen by clients as more helpful than challenging self-

disclosures. There was an example of a challenging disclosure provided earlier by 
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the participant in Hanson’s (2005) study, in which a female participant divulged her 

fear of divorce to her therapist, telling him that she believed this fear was linked to 

the fact her children were still small. In response, her therapist revealed that he was 

divorced and had small children, stating “so, it could be done” (Hanson, 2005, p. 

99). However, if this challenging disclosure was substituted with a reassuring 

disclosure such as ‘I know I often felt like that’, it might be reasonable to suggest 

this would foster a feeling of similarity and possibly normalise some of what the 

client was experiencing. Hill, Mahalik, and Thompson’s (1989) research indicates 

this type of reassuring disclosure would perhaps be rated as more helpful than the 

challenging disclosure she received, and that positive self-involving and reassuring 

disclosures have led clients to feel more comfortable. This may help clients 

experience themselves at deeper levels, indicating that they contributed to client 

growth in a more productive way than negative self-involving or challenging 

disclosures (Andersen & Andersen, 1985; Remer, Roffey, & Buckholtz 1983; 

Watkins, 1990). 

However, no support was found for Hill, Mahalik and Thompson’s (1989) hypothesis 

that self-involving statements (in-session expressions of the therapist’s immediate 

feelings about or reactions towards clients, such as, ‘when you say that to me I feel 

sad’) would be viewed as more helpful than self-disclosing (about the therapist’s 

personal life outside of the sessions) statements. Nevertheless, Audet and Everall 

(2010) and Hill, Mahalik and Thompson (1989) have further defined these self-

involving statements beyond their initial positive and negative definitions. These 

researchers have explored the differences between non-immediate and immediate 

self-involving statements. Their findings suggested that the non-immediate self-

involving statement ‘I believe this is like past sessions when we have felt something 

similar’ would be rated as less helpful than an immediate self-involving statement 

such as ‘I am feeling your anxiety about that right now’. The findings suggest this 

may be because immediate self-involving statements maintain focus on the client in 

the here and now. The immediate statements were viewed by observers and clients 

as the more acceptable form of disclosure because of their relational focus, in that 

they provide evidence that the therapist understands what was being said on a 

profound level. 

Similarly, Hanson’s research findings led to the development of another new 

categorisation of transitioning disclosures, which described those disclosures that 

had been used as clients moved in and out of sessions. In other words, therapists 
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would indulge in a type of everyday small talk at the beginning and end of each 

session. Participants reported finding that pre-session transitioning broke the ice 

and put them at ease, whereas it was suggested that post-session transitioning 

gave the clients a sense of their therapist’s humanity, and enabled the clients to 

focus their attention away from their issues and on some commonplace aspect of 

their therapist’s life. However, no mention of the type, level of intimacy, or length of 

disclosures used in these transitions was provided, making it difficult to incorporate 

the ideas into therapeutic practice. This transitioning phenomenon had not been 

mentioned before in the literature. However, Geller (2003) discussed the belief that 

a therapist’s inclination to self-disclose may intensify during the termination phase of 

therapy and suggested this was part of saying goodbye. Geller suggests that this 

increase in sharing personal information may be to work through transferential 

aspects of the relationship. 

In contrast, Geller (2003) described the personal need to deepen involvement with 

the client by becoming more spontaneous and self-revealing, believing this is part of 

becoming a more ‘real’ person to the client. Geller goes on to describe how intimacy 

replaced power and authority as the focal point of the disclosures during this 

termination phase. Believing that the tension between worrying about spontaneity, 

overstepping ethical boundaries versus restraint, avoidance and ambiguity peaks 

when the decision to end therapy is taken. Therefore, it would seem that some 

disclosures are defined not by their content, but by the timing of delivery. However, 

the disclosures do seem to differ in content, as they neither relate to the therapist’s 

qualifications or experience, nor do they model coping strategies, or show similarity. 

It may be argued that these transitioning or ending disclosures have the same effect 

as reassuring disclosures, as they may have the potential to normalise attending 

sessions and put the clients at ease and may also be used as a form of grounding 

exercise to emotionally locate the client in the here and now as the session ends. 

Further positive effects of TSDs can be seen in Audet’s (2011) study, which 

explored the experiences of nine clients who had received therapy via a university 

counselling service. All of the participants had experienced TSD, defined as any 

instance during treatment when their therapist shared or revealed information about 

his or her personal life to them. The participants were asked to consider if TSD 

blurred client-therapist boundaries and in doing so had the potential to diminish 

important professional qualities associated with the therapist role. The findings 

supported the premise that TSD does not necessarily generate boundary issues. 
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This also supports previously published articles by authors such as Gottlieb and 

Younggren (2009), who have raised questions about the existence of the so-called 

slippery slope theory. While there is a consensus that this phenomenon does exist, 

these researchers share the view that not all boundary crossings lead to boundary 

violations or to inappropriate dual relationships. In fact, they state that in general, 

the risk of a boundary crossing leading therapists down the slippery slope is quite 

low, and there are countless examples of boundary crossings between therapists 

and clients leading to enhanced treatment outcomes. 

2.9 Summary 
A vast majority of the existing literature on TSD focuses on white or European 

American experiences. The U.S.A. provided 76.5% of the studies cited in the 

review.  Constantine et al. (2003) offered a cross-cultural consideration by 

presenting a clinical example of how TSD might play an essential role when working 

with other cultures. However, it should be noted that the study originated in the 

U.S.A., and the study illustrated the use of TSD with a black female, majoring in 

engineering at a predominantly white, West Coast university, from the perspective of 

the white counsellor providing the treatment. Likewise. Burkard et al., (2006) 

explored TSD from the perspective of eleven European American therapists who 

reported that 5% - 50% of their clients were of a race (African American, Asian 

American, Latina/o, Native American, or international origin) different to their own. 

Therefore, it would be realistic to assume that the main corpus of the available 

literature deals predominantly with Western psychology's values and goals. 

Throughout the literature, many reasons have been given for sharing both self-

involving and self-revealing therapist disclosures including modelling appropriate 

client behaviour, increasing therapist/client similarity, building a therapeutic 

relationship, illustrating human fallibility and normalising client behaviours and 

emotions, increasing trustworthiness, expertise and attractiveness (Mann & Murphy, 

1975; Miller (nee Johnston) & McNaught, 2018). Hanson (2005) suggested that TSD 

fosters a therapeutic alliance, reduces the power imbalance in the therapeutic 

relationship, models change, normalises, and increase clients’ feelings of being 

understood. Similarly, Simone, McCarthy and Skay, suggest self-revealing therapist 

disclosures promote a sense of understanding and encouragement, builds rapport, 

and models coping (1998). 
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Gorkin (1987) was a pioneer in the efforts to understand the usefulness of TSD. He 

cited the following reasons for therapists to disclose: to confirm the client’s sense of 

reality, to establish an honest and genuine therapeutic relationship, to make the 

therapist appear more human to the client, to clarify the impact the client has on 

others, to work through impasse when the client gets stuck. Therefore, suggesting 

that what was once considered to be an obstacle to successful analysis was 

becoming recognised by varying theoretical orientations as an inherent part of the 

work with the potential to enhance the therapeutic alliance, process and outcome 

(Myers & Hayes, 2006). 

More recently, Ruddle and Dilks (2015) suggest there are numerous potential 

benefits associated with self-involving and self-revealing therapist disclosure, 

including: promoting client disclosure, fostering the therapeutic relationship/alliance, 

modelling for clients, encouraging client’ autonomy, facilitating client self-exploration 

and self-revelation (especially around interpersonal patterns), validating the client’s 

sense of reality, normalising and promoting feelings of universality, equalising the 

power imbalance inherent in psychological therapies, repairing an impasse or 

alliance rupture, correcting misconceptions, assisting clients in identifying and 

labelling their emotions, showing similarities, reassurance, building client self-

esteem, demystifying therapy, reinforcing and/or shaping for desirable client 

behaviour, offering alternative ways to think or act, helping clients recognise 

boundaries between what they think and feel and what others think and feel, and 

providing clients with authentic human-to-human interaction.  

Thus, it would seem that avoiding all TSD in the hope of reducing possible risks, 

may do a disservice to clients as it would appear that there is much to be gained by 

offering these interventions. However, it should be noted that many of the benefits 

listed are from analogue research, where issues of validly have already been called 

into question. Also, within this type of research, participant observations are often 

made very quickly after the participant has been exposed to the pseudo-therapy and 

therefore, the long-term impact of these interventions may be difficult to discern. 

This study will attempt to address these gaps in the literature, by providing data from 

participants who have experiences of the therapeutic process as clients and also as 

therapists.  In addition, rather than interviewing the participants directly after their 

therapy session, the interviews will be conducted after their personal therapy has 

been completed and a more substantial amount of time has passed so that the 

participants may potentially offer some insight into the the long-term impact of TSD. 
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Within the available literature there seems to be some difficulties of applying theory 

to practice these may be compounded as therapists’ intentions do not always match 

clients’ reactions, even when the therapist is experienced (Paulson, Everall, & 

Stuart, 2001). Also, the therapist does not always perceive the client’s reactions 

accurately. It might be the case that clients may not wish to reveal details of 

experiences that have hindered the therapeutic process (Levitt, 2002; Paulson, 

Everall, & Stuart, 2001; Sells, Smith, & Moon, 1996; Nutt-Williams & Hill, 2001), as it 

is well documented that clients tend to hide adverse reactions in counselling (Audet 

& Everall, 2003; Farber, 2003; Regan & Hill, 1992; Rennie, 1992; Thompson & Hill, 

1991). This reluctance to offer negative feedback may be further compounded by 

the contextual nature of the client’s memory, whereby it is possible that, if the client 

experiences the overall outcome of counselling as positive, their memories may 

naturally shift to cast a positive glow on all aspects of the therapy (Martin & 

Stelmaczonek, 1988). Similarly, if the overall view of the therapy process was 

negative, the opposite might be true. Therefore, training that illustrates the various 

ways to encourage clients to feel comfortable and safe enough to begin to reveal 

their negative experiences and that promotes the ability of therapists to be able to 

handle negative feedback is indicated. 

It would seem that all these considerations may make navigating the research 

difficult for therapists. This was highlighted in the early 2000s, when it was 

acknowledged that self-disclosure should only be used when it is helpful, and even 

then infrequently and judiciously (Knox & Hill, 2003). However, Henretty and Levitt 

(2010) suggest that there is scant research relating to self-disclosure that offers any 

clarity on its therapeutic use. This is further supported by Hoffman (1983) who 

emphasised how, with so many variables and no consensus on the benefits, it is 

difficult to figure out when frequent and judicious usage of TSD has been reached. 

Recently, Ruddle and Dilks (2015) argued that “a lack of systematic consideration of 

whether or how therapists should talk about themselves in therapy leaves us to 

grapple over what is ‘unprofessional’ and what is simply ordinary human interaction” 

(Ruddle & Dilks, 2015, p. 458). Therefore, it would seem that the implications of 

TSD are unclear (Henretty & Levitt, 2010). It is anticipated that the mixed 

methodological approach of this study, which utilises IPA to explore the lived 

experiences of the clients and DA to provide emphasis on the construction and 

function of the participants talk, will be particularly suited to the investigation of how 
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therapists talk about themselves. The study will therefore, offer a valuable 

contribution in this under-researched area.  

The literature seems to show that further training in techniques used to respond to 

direct question from clients including the ability to offer disclosures around what 

others have done generically would be useful (Paine, McCarthy Veach, MacFarlane, 

Ahrens, & LeRoy, 2010), as these types of disclosures have been seen to increase 

client satisfaction and provide a potentially positive function in the genetic 

counselling setting. Throughout the literature it has been recommended that 

therapists should have specific training on how to incorporate TSD into their 

practice. 

Where the therapists expressed worries that disclosing truthfully may mean that a 

client could terminate therapy prematurely. They suggested therapists explore other 

interventions that would meet the same need. Similarly, Watchet (1993) highlighted 

therapists’ vulnerability, suggesting that therapists set a “personal safety zone” 

(Wachtel , 1993, p. 221), as self-disclosures should not take therapists up to the 

edge of what they dare to reveal. Sweezy (2005) highlights how therapists would be 

unwise to share details of current problems, and this has the potential to make the 

client into a therapist to their therapist. Also, Sweezy (2005) noted how those with 

traumatic histories tend to zigzag between disclosing too little (maintaining secrecy 

to protect) and too much, putting themselves and others at emotional risk, 

suggesting it would be prudent for all therapists to undergo personal therapy. This 

study will examine therapists’ personal therapy and their subsequent use of TSD in 

their work, in an attempt to gain more insight into how these dilemmas are 

managed.   
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Chapter 3 Methodology 
3.1 Introduction 
The aims of the study and the research question were shaped by the preceding 

literature review. Consequently, the research question generated had implications 

for the study design. The purpose of this chapter is to fully explain the values, 

beliefs and theoretical debates that underpin the methodological approach and the 

decisions taken within the research process. The ontological and epistemological 

assumptions in relation to the research paradigm are discussed, and the case for a 

social constructionist standpoint is made. An outline of the study design is followed 

by separate discussions of the two research methodologies used to explore the 

research question, and an explanation of how the results of these were synthesised. 

The methodologies were interpretative phenomenological analysis (IPA) and 

discourse analysis (DA). For each methodology, an overview of the steps involved 

in the analysis of the data has been provided to illustrate how the findings were 

reached. The chapter concludes with a consideration of the principles used for 

ensuring the quality of the research together with a discussion of the limitations of 

the study. 

3.2 The research question 
The literature review in Chapter 2 explored the continuing debate that balances the 

tensions between knowing that in practice therapists and counsellors do use self-

disclosure, and the traditional conceptual wallpaper of non-disclosure as part of a 

never-questioned axiom (Totton, 2010). While, there has been a substantial amount 

written about this topic, there has been insufficient attention paid to clients’ 

experiences of therapist self-disclosure (TSD) (Audet, 2004). The lack of research in 

this area is noteworthy, especially considering the fact that studies have suggested 

that clients provide more comprehensive and representational accounts of the 

therapeutic process than either therapists or observers. The clients’ ability to 

accurately report on therapeutic endeavours was highlighted by Horvath and 

Symonds (1991) in their meta-analysis of 24 studies relating the quality of the 

working alliance (WA) to therapy outcome where a moderate but reliable association 

between good WA and positive therapy outcomes was found. Overall, the quality of 

the WA was the most predictive of treatment outcomes based on clients' 

assessments and less so of therapists' assessments – the least predictive source 

were the observers' reports. Thus, conceptualising TSD within a framework where 
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clients discuss their experiences might provide valuable insight into the topic and 

may suggest that it is the meaning clients’ attribute to TSD that ultimately 

determines its efficacy. The emerging knowledge that therapists and counsellors are 

using TSD, the lack of research on TSD that explores the clients’ experience, and 

the research that supports the importance of the clients’ viewpoint gave rise to the 

research topic. The primary research question was: 

How does non-immediate, verbal therapist self-disclosure of a similarity affect 

clients and the therapeutic process? 

Although all of the participants in the study were asked to speak about their 

experiences as clients, they were also counsellors or therapists. Therefore, a 

secondary research question was also asked of the data: 

After their experiences as clients, how did the participants construct their own use of 

self-disclosure as therapists? 

The research questions carry with them a sense of consequences as well as 

significance, exploring the implications for the way therapists and clients can work 

together. The research questions focused on the experiences and perspectives of 

the client as opposed to the therapist by informing an interview schedule 

concentrating on the clients’: 

• experience of therapy and the role of their therapist 

• experience of the whole therapeutic process 

• experience of the therapeutic relationship 

• feelings about the outcome of their therapy. 

Three main aims were formulated to guide the research design, data collection and 

analysis, these were: 

1. To obtain rich descriptions of what it was like for clients to hear material from 

their therapist’s private life. 

2. To explore the ways in which clients made sense of therapist self-disclosure. 

3. To explore the discursive resources relating to how therapist self-disclosure 

was constructed by clients. 

These aims represent the two aspects of the research questions. First, a 

hermeneutic exploration of the lived experiences of clients and their sense-making 
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resources; and second, an exploration of TSD as a socially constructed 

phenomenon. This dual focus subscribes to the idea that language and experience 

are deeply intertwined. The underlying assumption of the study was that the lived 

experience of hearing TSD may be more nuanced and complex than has previously 

been outlined in academic literature. Therefore, it was beneficial to explore both the 

client’s reported experience of TSD and the discursive framework within which the 

meanings of that TSD was situationally constructed. In a quest to discover and 

preserve meaning, it was determined that a combination of IPA and DA as distinct 

but epistemologically compatible methodologies would facilitate this richer level of 

analysis. This was consistent with the work of Hood (2015), who illustrated how a 

pluralist approach to data analysis could complement a phenomenological emphasis 

on lived experience with a focus on the structural context of discourse. Before 

setting out the analytic methods used to explore the research question in detail, an 

overview of the theoretical basis for the research strategy and an outline of the 

study design is provided. 

3.3 Research paradigm 
There have been both qualitative and quantitative research studies conducted on 

the topic of TSD. However, results are inconsistent and often conflicting (Audet, 

2004). Hill and Knox (2003) and Watkins (1990) have been critical of the research 

on TSD for being predominantly quantitative and decontextualised from the 

therapeutic setting. Audet (2004) highlighted how, in the 1970s and 1980s, there 

was a plethora of quasi-experimental or analogue studies based upon a realist, 

essentialist view of the world that states there are universal truths about the world 

that are ‘discovered’ through quantitative, experimental research. In addition, these 

early studies were underpinned by a belief that regards language as a transparent 

medium that describes thoughts and emotions, which are seen as existing 

independently and pre-dating their description. However, it has been argued that the 

complexities of TSD cannot be fully understood by quantitative, experimental 

methodology (Merriam, 2002). TSD is a rich and multi-layered phenomenon with 

inherent ambiguities, and therefore a methodology is required that can preserve the 

phenomenological variances and nuances of the experience of individual clients. A 

qualitative approach is preferred as it is orientated to exploration rather than 

verification (Maykut & Morehouse, 2001). In seeking to explore the diversity and 

complexity of what it was like for clients to hear material from their therapist’s private 

life, this study was founded on a relativist approach of social constructionism. This 
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approach can be described as a deductive ‘bottom-up’ approach that sees language 

as generating the reality that we know. Social constructionism argues that 

knowledge is not waiting to be discovered in the form of absolute truths, proposing 

instead that knowledge is constructed through language and is specific to a given 

time and place (Burr, 2003; Gergen, 1985). In other words, knowledge is 

constructed through situated discourse. 

Broadly speaking, there are two forms of social constructionist theory. Micro-social 

constructionism, which informs some forms of DA and discursive psychology, 

focuses on people’s discourses and how phenomena are talked into being; how 

subject positions and versions of self are managed (Burr, 2003). It also explores the 

utilisation of linguistic repertoires and how language constructs versions of the world 

(Potter & Wetherell, 1987). The other form is macro-social constructionism, which 

draws on the work of Foucault and explores time and place from a far broader 

perspective. Foucault was fundamentally concerned with power and how some 

discourses are seen as acceptable, dominant and privileged, while others are 

marginalised and/or pathologised. While macro and micro approaches are 

concerned with how phenomena are constructed through discourse, micro-social 

constructionism focuses particularly on peoples’ language as situated within their 

interactions (Potter & Wetherell, 1987; Shotter, 1993; Billig, 1990). 

It is this micro theoretical position that has informed this research, and unless 

indicated otherwise, it is this position that is being referred to when discussing 

‘discourse’ within the thesis. There are two main reasons for this. First, given that 

the focus of the enquiry is on the experiences and discourse of clients, micro-social 

constructionism is uniquely situated to explore what clients are doing with their talk, 

what purposes their accounts might be achieving, and to illustrate how they bring 

about different effects with their talk at different points in the interview. Second, 

micro-social constructionism is well suited to examining the nature of TSD, as it 

offers an exploration of subject positions available within discourse and the structure 

of rights and responsibilities these positions provide (Burr, 2003), demonstrating 

some of the possibilities and limitations of what clients and therapists may or may 

not claim for themselves within their therapeutic discourse. 

While the social constructionist approach does not stipulate a specific research 

methodology, it does not imply a methodological free-for-all. The next section will, 
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therefore, explore the potential for a mixed qualitative methodological approach 

within the social constructionist paradigm. 

3.4 Methodological approach 
Micro-social constructionism provides the underlying philosophical framework rather 

than imposing a rigid approach to research. The paradigm holds an epistemological 

position that can accommodate the use of analytical pluralism, where two qualitative 

methodologies are used to analyse one dataset. Although this approach is relatively 

new, the last decade has seen an increased number of researchers turning to 

analytical pluralism by adopting a mixed qualitative methodological design to 

provide a greater depth and breadth to understanding (Mayoh & Onwuegbuzie, 

2014). The benefits of mixed qualitative methods designs have been highlighted by 

a number of researchers including Coyle (2010), Gergen (1999), Frost and Nolas 

(2013) and Willig (2013). Coyle (2010) questions the extent to which data reveals 

the actualities of the experiences and interpretations to which they centrally relate, 

and the extent to which the data are representational of the interactional ‘business’ 

of the interviews. Coyle (2010) suggests a pluralist stance opens up the possibility 

of incorporating within one analysis the type of historical, phenomenological and 

discourse/conversation analytic insights that can maximise understanding without 

privileging one perspective a priori. Willig (2013) notes that, in recent years, 

qualitative psychologists have begun to question the assumption that researchers 

are compelled to choose between qualitative methodologies, and that 

methodological pluralism has emerged as another option. Colahan (2014) describes 

a shifting from an ‘either/or’ dichotomous approach to research towards what he 

describes as an ‘and/and’ approach. This position reflects the stance of Holstein and 

Gubrium (2000), who proposed that instead of trying to integrate different 

perspectives, qualitative researchers should engage in a process of “shifting 

between perspectives” (Willig, 2012, p. 161) as they move through a cycle of 

interrogation of the data, temporarily deferring one perspective only to return to it 

again a little later. The belief that different qualitative methodological approaches 

could co-exist has been echoed in the work of Hood (2015), Colahan (2014) and 

Colahan, Tunariy and Dell (2012). Utilising a combination of IPA and DA, Colahan, 

Tunariu and Dell were keen to show the benefits of this dual focus methodological 

approach (2012); they suggested that while in IPA the emphasis is on 

understanding and gaining a sense of how participants describe their internal life 

world, by contrast in DA, the analytic emphasis is on the discursive resources used 
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to create or construct those descriptions, and how these are mobilised by 

participants in terms of subject positions and their associated rights, duties and 

responsibilities. Smith, Flowers and Larkin (2009) pointed out how IPA and DA 

seemed complementary, stating there could be value in work that provides a more 

explicit articulation of their relationship, thus, suggesting an ontological, 

epistemological and axiological coherence that could provide a deeper theoretical 

understanding and explanation of a phenomenon. The compatibility of IPA and DA 

is evident in that they both “concern themselves with the role of meanings, collective 

meaning (patterns of commonality) and individualised meaning (patterns of 

variability) in constituting subjective realities, they do so in different ways” (Colahan, 

Tunariu, & Dell, 2012, p. 3). Therefore, as has previously been demonstrated in the 

few studies that have combined these two methodologies, the insights produced by 

synthesising the two sets of analyses can be presented in a complementary way 

that would serve both sets of analytic foci (IPA and DA). Additionally, Colahan 

(2014) has argued, this depth of rigour is appropriate and sufficient to meet the 

demands of a thesis research project. 

This study has therefore, utilised analytical pluralism, based on the premise that “a 

data set can tell us about a number of different things, depending on the questions 

we ask of it” (Willig, 2013, p. 19). In particular, by utilising a qualitative mixed-

methods approach using IPA and DA, this partnership has the potential to shed light 

on the topic of TSD in different ways by allowing a full exploration of the interplay 

between language and experience. This adaptation of combining methodologies 

that are more often used separately is a carefully considered solution to suit the 

research contexts, advocated by Chamberlain (2000) and Chamberlain, Cain, 

Sheridan and Dupuis (2011). 

3.5 Participant recruitment 
Research participants were identified using a purposive sampling procedure to build 

a homogenous sample with the required life experiences (Mintz, 2010; Maykut & 

Morehouse, 2001). Potential participants were identified by advertising on a number 

of online counselling and psychotherapy noticeboards and discussion groups. Each 

organisation was provided with an information sheet that gave outline details of the 

study and the researcher contact information (university email address), together 

with a poster (see appendix 1) that could be placed on their physical and electronic 

noticeboards. 
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It was hoped that clients with positive experiences of therapy would visit the 

websites or noticeboards provided by these counselling organisations, and so this 

would provide a fruitful method of recruitment. However, at the start of the study, it 

was viewed that these behaviours would be less likely for clients whose experience 

of therapy was problematic, therefore making them a hard-to-reach population. 

There are numerous difficulties when recruiting members of hard-to-reach 

populations (Groger, Mayberry, & Straker, 1999; Atkinson & Flint, 2001), and some 

authors suggest a snowball technique (Vogt, 1999), which relies on people passing 

information on to others. The snowball technique can provide an ever-expanding set 

of potential participants. Groger, Mayberry and Straker (1999) use the term 

scrounging sampling, whereby a desperate attempt is made to unearth a collection 

of individuals with the relevant experience that is known to exist, but that the 

researchers have not been able to locate. Groger, Mayberry and Straker (1999) 

outline the main difficulties in recruiting these participants are gatekeeper bias and 

refusal to participate. For example, if personal therapists were to act as 

gatekeepers, they may be reluctant to offer recruitment materials to unsatisfied 

clients. Likewise, unsatisfied clients might be reluctant to assist a therapist with her 

research. Using advertisements, flyers, information sheets (see appendix 2), 

noticeboards and internet post via counselling organisations, the study recruited a 

mixture of participants with varying experiences of TSD and therefore the use of 

snowball recruitment and sampling was not necessary. 

3.5.1 Inclusion criteria 
Participants were required to be qualified therapists or therapists in training, aged 18 

or over and fluent in spoken and written English. They were required to have 

received personal, individual therapy from a fully qualified therapist who was a 

member of a relevant professional body (see appendix 3 for the Selection Criteria 

Form). 

During their therapy sessions, participants needed to have experienced at least one 

instance of TSD relating to a similar shared experience that had occurred outside of 

the therapy room – commonly termed non-immediate disclosure. 

Also, the participants must have had access to personal therapy either through their 

existing networks or via details furnished by the researcher showing how to access 

the British Association for Counselling and Psychotherapy (BACP) database, which 

contains a list of suitably qualified therapists in the participant’s locality. This was a 
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cautionary measure should their research participation raise matters that the 

participant felt may be helpful to explore further in their own therapy, it was made 

clear that this would be at their own expense. 

The selections of participants who have experience as clients and therapist has 

advantages and disadvantages, the main advantages being that they have a 

considerable amount to offer in terms of epistemological depth.  It is anticipated that 

these participants will be able to provide eloquent accounts of what happened in 

therapy. Which is an important factor in qualitative research. It would be realistic to 

assume that as trained therapists their accounts of TSD will contain explicit 

descriptions and will show both knowledge and experience about various categories 

of disclosure that potentially would not be present in similar accounts provided by 

non-therapists. In addition, some therapists’ accounts may provide details of clinical 

symptomology and concise presenting issues pre and post disclosure that and 

average non-therapist would not be sufficiently knowledgeable to provide.  

3.5.2 Exclusion criteria 
Individuals who were currently going through a complaint procedure in relation to 

their own practice or in relation to their experience as a client were excluded from 

the study. 

3.5.3 Sample size 
To fulfil the methodological criteria required of IPA and DA, the study required a 

purposive, homogenous sample to be identified via inclusion/exclusion criteria such 

that participants shared the same experiences outlined in the research question 

(Smith, Flowers & Larkin, 2009). IPA and DA studies are undertaken with small 

sample sizes because of the detailed analysis required (Potter & Wetherell, 1987; 

Smith, Flowers, & Larkin, 2009). Therefore, the sample contained eight participants. 

As in any small-scale study, the generalisability of the findings is only tentative 

(Willig, 2013). 

3.6 Interviews 
The study used semi-structured interviews to facilitate exploratory freedom within a 

flexible framework. The interviews were used to obtain information suitable for 

analysis from both methodological perspectives, i.e. there was no need to gather 

‘separate’ data for each, as both methodological approaches supported the use of 

interview data. Although naturalistic records, documents and transcripts of 
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conversations have some advantages, interviews allowed the researcher to 

question the entire sample more specifically in relation to the topic of interest, and to 

provide greater comparability of their responses. However, with respect to the social 

constructionist paradigm within which the research was situated, it has been 

acknowledged that the situated nature of the responses gathered from the 

participants in the context of a research interview will have had an influence on the 

responses generated. It is therefore, important to note that as the interview was 

seen as a conversational encounter, the researcher’s questions were equally seen 

as data, and formed part of the analysis. The interview schedule had been designed 

to capture the richness and complexity of participants’ experiences and meaning 

making. In the DA aspect of the research, the focus was on how the talk was 

constructed and what it functionally achieved in terms of social actions, rather than 

whether the participants’ response provided a ‘truthful’ depiction of their internal 

state. Potter and Wetherell suggested that “consistency is often less useful and 

desirable for analysis than variation” (1987, p. 164). They reasoned that consistent 

participant accounts are often drawn from a limited number of compatible 

discourses or interpretative repertoires. Therefore, the interview schedule was 

designed to draw out inconsistencies, rather than to capture a wholly negative or 

positive experience of TSD. The schedule used strategies recommended by Potter 

and Mulkay (1985), whereby the same issue is revisited within the interview in 

relation to a different topic area. This technique aimed to generate interpretive 

contexts to illustrate, explore and engage the participant’s interpretative resources. 

This facilitated the possibility for connections between the participant’s accounting 

practices and variations in functional context to become clear. In addition, two other 

interview techniques were employed: follow-up questions in response to the 

participant’s responses and statements; and offering statements or questions that 

posed an alternative viewpoint to the participant’s responses. In this way, the 

schedule allowed for greater participant diversity, rather than simply eliciting 

responses that could be seen as ‘positive’ or ‘negative’. The schedule was used as 

a guide to facilitate conversation rather than to dictate it. The questions were not 

always asked in the same sequence, and additional lines of thought or questions 

were pursued as they arose. An overview of participants’ demographic details is 

represented in table 3.1. 
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3.7 An overview of participant demographics 
Table 3.1 An overview of the participants’ demographics 

 

 

 

 

 

 

 

 

 

 

 

No. Pseudonym 

G
ender 

Theoretical 
orientation 

Can recall positive 
experience(s) of 
TSD 

Can recall negative 
experience(s) of 
TSD 

Orientation of 
therapy received 

Length of 
time in 
therapy 
prior to 
TSD 

Total length 
of time in 
therapy 

1 Samantha F Integrative Yes No Person-centred  18 months 9 years 

2 Kym F Humanistic 
Integrative Yes Yes Humanistic 

Integrative 

 

-  3 ½ years 

3 Vicky F Integrative Yes Yes Psychodynamic 2 months 3 months 

4 Becca F Jungian 
Psychoanalyst Yes No Jungian 

Psychoanalyst 2 years 20 years 

5 Marcela  F Gestalt  Yes Yes Gestalt -  2 ½ years 

6 Charlotte F Person-centred Yes No CBT -   4 years 

7 Sarah F CBT Yes YES Jungian 
Psychoanalyst 1 year 14 months 

8 Archie M Person-centred  No Yes Person-centred -  1 year  
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3.8 Data collection 
The researcher ensured in advance that the interviews were conducted in a room 

where they could not be overheard and where no interruptions would occur. All 

audio recordings were downloaded onto a computer and were password protected, 

and the original audio files were immediately deleted from the digital recording 

device. 

3.9 Transcription 
The researcher had to make decisions about how to represent those audio files in a 

conventional transcription form (Stubbs, 1983). While there are no strict rules on 

how detailed the transcription should be, there is a variety of published works 

relating to the significance of intonational features that provide guidance. It is 

suggested that for analysis using IPA and DA, it is not crucial for the transcript to 

contain details of timings and intonation such as in the Jefferson system as, 

although thorough, it can interfere with the readability of the transcription (Potter & 

Wetherell, 1987). The transcripts were produced following the guidance provided by 

Potter and Wetherell (1987), using a reputable and confidential transcription service. 

Participants were asked to provide a pseudonym, and any data that had a potential 

to directly or indirectly identify a participant was removed from the transcripts. 

3.10 Ethical considerations 
Ethical consideration can be viewed as a “mixture of principles and practical actions” 

(Bond, 2015, p. 112). This suggests that ethical considerations are a healthy 

balance between the application of rules and laws relating to research, and the 

researcher’s attention to the well-being of stakeholders in the research process 

through five ethical principles: 

• integrity 

• rigour 

• respect 

• being trustworthy 

• responsibility. 
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The study followed these principles by: 

• obtaining ethical approval from the University of Chester 

• abiding by the University’s Research Governance Policies and following the 

BACP Ethical Guidelines for Counselling Researching Counselling and 

Psychotherapy (Bond, 2004) 

• asking participants to sign consent forms (see appendix 4 for the Consent 

Form) for participation in the data collection interview, and for the inclusion of 

verbatim extracts in published reports (Smith, Flowers, & Larkin, 2009) 

• providing a comprehensive information sheet stating that participants could 

withdraw at any time up to the start of the analysis without providing the 

reason(s) and without fear of repercussions 

• asking participants to provide a pseudonym, and ensuring that transcripts 

were anonymised and personally identifiable data was excluded. 

The well-being of the participants was the study’s primary consideration (McLeod, 

2009; Bond, 2004). This was facilitated by encouraging participants to take a short 

break, reschedule or conclude the interview if they felt distressed, and by ensuring 

that sources of support were available if needed. 

A major ethical issue with this study was the potential need to report unprofessional 

practice. It was agreed at the start that if it were revealed at interview and the 

participant wished to report this, support would be provided to assist the participants 

through this process via BACP’s ‘Ask Kathleen’ initiative. However, this was not 

necessary. 

Knox and Burkard (2009) suggest that with sensitive topic areas, researchers can 

potentially struggle to maintain their primary focus as researchers and not be 

transformed into their ‘other’ role as therapists.   It can be assumed that this is 

especially true when the topic under investigation is therapy, and the participants 

may be aware that the researcher is also a therapist.  Therefore, the potential to 

abandon the research to attend to the participant's emotional and psychological 

needs may be very tempting.  There needs to be an implicit understanding that 

research is not therapy. Therefore, it is ethical, and to a lesser extent, a pragmatic 

decision to, if appropriate, provide participants with details of national directories of 
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qualified therapists that they can engage at their own expense as a means to 

address their therapeutic needs. However, this was not necessary. 

3.11 Confidentiality and anonymity 
The anonymity of the participants was protected by ensuring the interviews were 

conducted in an appropriate private space within a public environment. The 

researcher was the custodian of the data generated by the research. From the 

inception of the project, every effort was taken to ensure the anonymity of all 

participants, their therapists and organisational settings. Participants’ identifiable 

features (name, location etc.) were removed, and a coding system was 

implemented. Audio recordings will be kept for five years after the award of the 

Doctorate or in the event of articles relating to the study being published, 10 years 

from the date of publication. Data in hard copy is kept in a secure and protected 

filing system, and electronic data is password protected. Participants’ anonymity 

was protected within the final thesis by use of pseudonyms (Eatough, Smith, & 

Shaw, 2008; Smith & Osborn, 2008). In addition, every effort was made to ensure 

that transcriptions did not contain material that could directly or indirectly identify the 

participant. However, there is a small chance that deductive disclosure could occur; 

participants were made aware of this at the consent-gathering stage of the research. 

3.12 Informed consent 
Written informed consent was sought from all participants. Each potential participant 

was sent an information sheet and a checklist of the criteria for participants. Those 

who did not meet the criteria and who showed interest after the sample size was 

exceeded received a thank you letter with an appropriate explanation of why they 

could not be included. 

Each information sheet contained a consent form and people who matched the 

criteria were invited for an interview. The researcher endeavoured to ensure that 

participants were clear about the purposes of the research and were aware that the 

digital audio recordings of the interviews were to be transcribed by a reputable and 

confidential transcription service. There was a clear understanding that participants 

could withdraw at any time up until the point when the analysis had begun, without 

providing the reason(s) and without fear of repercussions – this was stated on the 

information sheet and was verbally reinforced at the start of the interview process. 

All participants were notified of the date when the analysis commenced. 
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3.13 Study design 
The actual study design was similar to Saukko’s (2005) integrative approach, which 

emphasised on the complementary nature of hermeneutic methodology and 

discourse analysis (DA). Within the study, IPA and DA were conceived as two 

distinct qualitative lenses designed to explore different facets of TSD. These two 

distinct areas of exploration were addressed by conducting two separate qualitative 

analyses on a single body of data to follow two strands of emerging knowledge. By 

engaging in two discrete phases of analysis, this maintained the methodological 

integrity of each separate approach. The findings were then synthesised by 

combining the findings at the post-analysis stage of the research (O'Reilly & 

Kiyimba, 2015).  By combining analyses that examine the data in a variety of ways, 

analytical pluralism can produce richer understandings of phenomena and avoid 

reductionism (Kincheloe, 2001; Kincheloe, 2005; Kincheloe & Barry, 2004). The two 

approaches are discussed in greater detail in the following sections. 

Some participants may have been aware of the researcher’s professional 

background in their interviews.  Often this knowledge is established during the 

interview process or noticed in the analysis stages by the participants phrasing a 

statement as a question.  For example, by the addition of the words ‘, you know 

this.’  This knowledge might have potentially influenced the data by what the 

participants are inclined to discuss or not discuss with the researcher. Equally, the 

reverse can be true, since what the participants said about hearing or providing TSD 

has the potential to cause the researcher to reflect on their practice and gain new 

insights into past experiences. Smith (2007) states that the process understandably 

changes the researcher’s horizons.  

Reflexivity in the research context has been described by Willig (2008) as an 

awareness of the contribution that the researcher plays throughout the research 

process, together with some acknowledgment of the impossibility of remaining 

‘outside’ of the research.  Similar definitions can be found in other publications, for 

example, Smith et al., (2009) Etherington (2004). However, Willig distinguishes 

between ‘personal’ and ‘epistemological’ reflexivity.  Personal reflexivity involves 

researchers considering how their values and preconceptions may have led them to 

become involved with the research topic. Epistemological reflexivity is inherent in 

the ‘double hermeneutic’ process of qualitative research. The IPA analysis 

acknowledges the ‘insider’ perspective. It seeks to explore the phenomena as 

experienced and perceived by the participants, although the researcher's 
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preferences ultimately guide interpretation. The DA analysis aims to explore how 

TSD was constructed in the text attributed to the participants. While most of the 

interviews consist of the participants’ talk, this talk has been generated by the 

research process, and as such, it is the interviewer who has control over the line of 

questioning and, not only what questions are asked by what areas are followed up. 

However, open-ended or minimal the questioning, the researcher is the ‘hidden’ co-

author of the text. Gee (2005) discussed how DA involves some level of textual 

reflexivity, in that, it requires the researcher to reflect on how meanings are situated 

in the actual context of the language used in a given situation as well as how the 

situations becomes what it is because of the language used (p.35). Parker (1992) 

described reflexivity as a process, whereby the researcher examines themselves 

and their language through which they signify their role and their similarities and 

differences in relation to others. This examination has many layers and may begin 

with the researcher within an academic context. By exploring their assumptions 

about what research is and who should be conducting research, what kind of 

questions may be asked, and who is entitled to ask them. This exploration facilitates 

the researcher to explore personal alliances that reveal aspects of particular issues 

and hide others.   

To better manage these processes, the researcher: 

will keep a research journal 

will adopt a resolute commitment to critical thinking  

will foster an open-minded and curious stance 

attempt to bracket pre-understanding and assumptions 

ensure their understandings of therapist self-disclosure particularly, do not become 

the lens through which this phenomenon is studied. Instead, the understandings 

constructed by every one of the participants, are examined through lenses of 

literature, theory, IPA, and DA  

attend regular research supervision sessions  

attend clinical supervision sessions  
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3.14 Interpretative phenomenological analysis 
This section will discuss the theoretical background to IPA and outline the rationale 

for its use within the study, together with a brief description of the procedures used 

to carry out the IPA analysis. 

3.15 Background to interpretative phenomenological 
analysis 
Since 1996, when IPA was initially developed in the field of health psychology by 

Jonathan Smith (1996), it has been extended, adapted and applied to a range of 

healthcare and social research settings. IPA combines ideas from phenomenology 

and hermeneutics, resulting in a method that is descriptive and grounded in the 

data, while also allowing for the dynamic role of researcher interpretation (Finlay, 

2011; Willig, 2013). The methodology is underpinned by the philosophical 

movement of phenomenology, which is the study of consciousness as experienced 

from the first-person point of view. Phenomenology has been practised in various 

guises for centuries, but it came into its own in the early 20th century in the works of 

Husserl and Heidegger. The main differences in the approaches of Husserl and 

Heidegger are related to the role of researcher preconceptions. A strictly Husserlian 

phenomenological approach would involve the researcher endeavouring to put 

aside their preconceptions in order to be able to reveal the essential nature of the 

phenomenon as it appears to the person (Moustakas, 1994). In contrast, a 

Heideggerian view would be that interpretation would necessitate invoking some 

preconceptions, although it would be impossible to predict how this would occur and 

in what way one’s assumptions might themselves be altered by the process. A 

related premise of the hermeneutic circle was conceptualised by Gadamer (1975, 

cited in McLeod, 2011). Smith and Osborne (2008) and Smith, Flowers and Larkin 

(2009) consider the hermeneutic circle to be an important feature of the analysis, 

involving the researcher(s) immersion in the narrative of the research participant, 

hermeneutic questioning, uncovering meaning and re-questioning as understanding 

evolves. In addition, IPA uses a process referred to as double hermeneutics 

whereby “the researcher is trying to make sense of the participants trying to make 

sense of their world” (Smith & Osborn, 2008, p. 53). The term engaging in double 

hermeneutics refers to the researcher becoming involved in a process of layers of 

reflection; beginning with the participants’ reflections on their experiences of TSD, 

and subsequently when interviewed their conveyance of some of these reflections to 

the researcher. In addition, it was the researcher’s task to facilitate new, deeper 
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reflections during the interview process. The transcripts were a record of the 

participant’s multi-layered reflections. The researcher engaged in their own 

reflections during the interview process and subsequently on a greater conscious 

level while carrying out the analysis. The principle aims of IPA are concerned with 

the meanings which experiences hold within and across participants, and the 

hermeneutic role of the researcher (Willig, 2013). The double hermeneutic process 

acknowledges the researcher’s role and perspective. This was important, as the 

study involved participants who are therapists with experience of being in therapy 

and a researcher who was also a therapist, with experience of being a client in 

therapy. Therefore, a methodology that acknowledged the researcher’s insider 

perspective further validated the application of IPA to the research. 

While the original focus of hermeneutics was biblical texts, the hermeneutic theory 

has broadened to encompass a much wider range of texts and is now seen as being 

at the heart of qualitative research (Willig, 2013; Rennie, 2012). Langdridge (2007) 

suggests there are two broad positions: the hermeneutics of empathy and the 

hermeneutics of suspicion. IPA primarily operates within the hermeneutics of 

empathy and seeks to reconstruct the speaker’s experience in their terms. Smith, 

Flowers and Larkin (2009) suggest the process starts with the hermeneutics of 

empathy, and while never fully realising the hermeneutics of suspicion, the process 

does involve what they describe as the hermeneutics of questioning. This 

questioning is always driven by the data, rather than external theoretical concepts. 

As such, IPA offers a deeper interpretation of what the participants were 

experiencing, not an explanation of why they described their experiences in the way 

that they did. More importantly, hermeneutics of questioning facilitated the 

examination of the experience from different angles – first looking at the topic of 

TSD from the angle of the participant as a therapist, and then moving on to explore 

the participants experiences as a client. Doing so offered deeper meaning and 

originality to the findings. 

3.16 Rationale for the use of interpretative 
phenomenological analysis 
Before the interview process began, it was difficult to foresee what emotions would 

emerge from the research or to predict if participants would report any major impact 

on their therapeutic process. Therefore, the research required an inductive 

approach that did not anticipate a particular reaction from the participants. There are 
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a number of other inductive approaches available that were discounted in favour of 

IPA, because it is recognised for showing appreciation for the full meaning of the 

experience for each participant (Guba & Lincoln, 2004; Brocki & Wearden, 2006; 

Willig, 2008). Langdridge (2007) states that IPA seeks to celebrate the individual, 

unlike some phenomenological traditions which strive to build up collective accounts 

of people’s experiences, with the aim of describing a generalised structure of the 

phenomenon and form an empirical truth. IPA has a short history; however, it has 

gained increased importance over this brief period (Smith, 2004). Its use as a 

specific approach to qualitative research began in the mid-1990s (Smith,1994; 

1996). Its application has now expanded into areas such as clinical, social and 

counselling psychology (Smith, 2004), yet there is some precedent for using IPA to 

look at TSD.  

The topic of TSD has been researched from many angles, including questionnaires 

filled out by therapists, scenarios written about different types of disclosure and 

given to a range of mental health professionals for analysis, pseudo-clients, and 

therapists involved in both quantitative and qualitative research studies (Hanson, 

2005; Hill & Knox, 2001; Simon, 1988; Sweezy, 2005; Audet, 2004). Several studies 

have focused on the topic from the perspective of the therapist using IPA (Jeffery & 

Tweed, 2015; Bottrill, Pistrang, Barker, & Worrell, 2010) and a few have attempted 

to explore the client’s viewpoint (Wandschneider, 2007; Audet, 2004; Audet & 

Everall, 2010; Knox, Hess, Peterson, & Hill, 1997). Nothing to date has been 

published from the perspective of the client using IPA. However, the main rationale 

for using IPA in this study lay in its epistemological suitability for addressing the 

research topic.  

The researcher plays an active role in the IPA process, which acknowledges that 

bracketing the researcher’s own experience is not completely possible. In line with 

all methodologies, the themes or areas of interest are initially selected because they 

are relevant to the research question. However, themes are not selected because of 

their prevalence in the data only – the depth of explanation they provide is also 

taken into account. IPA relies on participants being actively engaged in the self-

interpretation of events (Taylor & Bogdan, 1984) suggesting it would be especially 

suited for research involving counsellors and therapists. Therefore, IPA was 

selected as the most suitable methodology for the first part of the study for its ability 

to draw meanings from the data rather than imposing any prior constructs, and its 

suitability to be used with those who have a good level of self-awareness (Smith & 
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Osborn, 2008; Smith, Flowers, & Larkin, 2009; Larkin & Thompson, 2012). This 

study follows the comprehensive guide to IPA provided by Smith, Flowers and 

Larkin (2009). 

3.17 Methodological procedures 
3.17.1 Data analysis 
The aim was to explore in detail how participants made sense of their therapist’s 

self-disclosure. IPA is an idiographic methodology that begins with a case study of 

one participant and builds up themes, working each case study in isolation before 

seeking to look for patterns, connections and differences across and between 

participants to arrive at master themes that represent the dataset as a whole (Smith, 

Flowers, & Larkin, 2009). The study followed the guidelines of Smith, Flowers and 

Larkin (2009), who recommend a six-stage process for analysing data. 

3.17.2 Reading and re-reading scripts 
The reading and re-reading of the transcripts enabled the researcher to become 

immersed in the detail of the transcripts, and the contradictions and paradoxes they 

hold. this was accomplished by focusing on each participant in dwelling with one 

transcript at a time, while aiming to bracket off any findings before moving on to the 

next case. Each line of the transcript was numbered and held in a table alongside 

the researcher notes. An example is provided in figure 3.2. 

3.17.3 Initial exploratory comments 

Figure 3.1 Initial notations 
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Initially, the researcher noted exploratory comments that were simply descriptive, in 

an attempt to understand the things that were relevant both to the research question 

and important to the participants (Smith, Flowers, & Larkin, 2009). The next step 

involved the researcher looking at the language, including pronouns, pauses and 

hesitancy, laughter and changes in tone, repetition and fluency, and adding 

linguistic comments into the table. The third level of analysis involved an 

interpretative engagement with the text, staying close to the participants explicit 

meaning and noting questions that arose from the narrative using free association 

techniques (Smith, Flowers, & Larkin, 2009), and reading through the transcript and 

underlining text that seemed important. Afterwards this involved reading the text 

again and reflecting on what had prompted the underlining of certain sections, then 

noting these conceptual comments in a table (Smith, Flowers, & Larkin, 2009). The 

descriptive, linguistic and conceptual comments represented the initial coding level 

of the transcript analysis. 

3.17.4 Developing emergent themes 
At this point, the dataset had grown substantially. This stage involved working with 

the researcher’s initial coding of the transcript within the notes column (rather than 

the transcript column) to map the interrelationships, connections and patterns to 

produce a concise statement or phrase which gave the psychological essence of a 

section of text. This stage of the research required deeper levels of interpretation, 

and the tension lay between producing a phrase or theme that was grounded 

enough in the data to give understanding to the lived experience but also had 

enough abstraction to be conceptual. These emergent themes were noted in the 

left-hand column of the table. 

3.17.5 Searching for connections across emergent themes 
Initially, a large number of emergent themes came from the researcher’s notes. 

There are five specific ways to look for patterns and connections between the 

emergent themes. First, the themes can be ordered chronologically, using 

abstraction to create cluster groupings of those that were similar leading to the 

developing and naming of superordinate themes (Smith, Flowers, & Larkin, 2009). 

By subsumption, new superordinate themes emerged by bringing together a 

selection of related themes for that heading. Next, the researcher examined the 

emergent themes looking for difference, or polarisation, and from these oppositional 

relationships a higher level of analysis was achieved, and superordinate themes 
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were then noted. The researcher sought to examine connections between emergent 

themes in contextualisation, by looking at the moment in the therapeutic relationship 

where they were located. A simple system of numeration, a count of how frequently 

a theme appeared was the method used to indicate the importance of the themes to 

the participants. Lastly, the researcher performed a deeper interpretation of the data 

by examining the emergent themes for their specific function (Smith, Flowers, & 

Larkin, 2009, pp. 96–99), and produced a list of all the emergent and superordinate 

themes with their transcript locators and in vivo quotations. 

3.17.6 Moving to the next case 
This process was repeated for each of the eight interviews in isolation. The 

researcher endeavoured to bracket off the findings from one case before moving 

onto the next, to “do justice to” each case (Smith, Flowers, & Larkin, 2009, p. 100). 

3.17.7 Looking for patterns across cases 
It was possible to amalgamate all the emergent and superordinate themes for each 

case study, with their transcript locators and in vivo quotes into one new document 

to look across cases. By ordering the themes first in alphabetical order then in 

chronological order, it was possible to look across cases to see potent themes. The 

researcher frequently referred back to the transcripts to ensure the themes 

encompassed the participants’ lived experience, highlighting commonalities and 

divergences in an attempt to arrive at a table of master themes that reflected the 

dataset as a whole. In short, all interview transcripts were checked against each 

other for units of meaning, which might create new subordinate themes, or be 

subsumed into existing subordinate themes. Related subordinate themes were 

integrated into a core category and resulted ultimately in a master theme. 

3.18 Discourse analysis 
Following a structure similar to the previous section on IPA, this section will describe 

the theoretical basis of DA and the rationale for its use within this study, including a 

brief outline of the methodological procedures used to carry out the analysis. 

3.19 Background to discourse analysis 
Despite the importance of language, it was not a topic that interested psychologists 

until the late 1950s early 1960s, when Chomsky began to develop his highly 

technical linguistic theories relating to speaker competence and performance, 

speaker intuitions about which sentences are well formed, and speaker creativity. 
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Chomsky’s theories focused specifically on grammatical features of discourse 

(Potter & Wetherell, 1987). Subsequent advancements in language studies have 

depended on researchers questioning some of his presuppositions (Potter & 

Wetherell, 1987). One example is Sacks, who highlighted that real conversations 

are “messy” and ungrammatically complex (Sacks cited in Wooffitt, 2005, p.10). This 

insight led to language professionals such as Austin (1962) becoming less 

interested in the descriptive and grammatical qualities of language and proposing a 

value in exploring in more detail the social and functional aspects of language. 

Later, these ideas were developed into the speech action theory, which views all 

language as performative and action orientated. This theory is underpinned by the 

belief that memories, emotions and other psychological phenomena are things 

people do rather than things we have. While Austin concentrated on analysis of 

verbs and actions, Garfinkel (1967) became a central figure in the development of 

ethnomethodology (ethno [methods] ology [of ordinary people]), which advanced the 

speech as action theory with the addition of consideration of the reflexive dimension 

to talk. 

DA, as it is known it today, is linked with the emergence of social constructionism in 

the mid-1980s. There are many different approaches to DA (see, for example Potter 

& Wetherell, 1987; Shiffrin, 1993; Jawoski & Coupland, 1999; Wodak & Meyer, 

2001; Fairclough, 2003; Rogers, 2012; Tanner, Hamilton, & Schiffrin, 2015). All 

approaches share the same starting point, arguing that talk does not neutrally reflect 

our world, but proposing instead that talk plays an active role in creating and 

changing identities and social relationships (Gee, 2005). Gee (2005) suggests that 

different discourse approaches fit different issues or questions. The DA approach 

taken within this study is a social constructionist one, whereby language is 

examined in terms of its construction and function (Potter & Wetherell, 1987). In this 

approach, language is considered a form of social action in that people use 

language to do thing’ and achieve interpersonal goals, for example persuading, 

blaming, justifying or accusing. However, these activities are not always explicit, and 

a person’s account may alter because of the function. DA focuses on the social 

interactions and language, believing that multiple versions of the world are 

potentially available. There is no sense that one version is more ‘real’ or holds more 

‘truth’ than another. Potter and Wethrell (1987) propose that there are a number of 

premises that underpin DA, including that: 
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• language is used for a variety of functions, and its use has a variety of 

consequences 

• language is both constructed and constructive. 

DA does not try to answer ontological questions about what sort of thing exists. 

The focus is on the way people construct descriptions as factual and how others 

undermine those constructions. DA does not require an answer to a 

philosophical question of what factually exists. Therefore, the text of the 

interaction is the only reality researchers have access to; they cannot make 

claims about the ‘real’ world that exists beyond the text. Also: 

• language is performative and flexible; how talk is performed by people is a 

topic for research 

• DA does not seek to unearth an attitude beneath the discourse 

• the same phenomena can be described in a variety of ways, and one person 

can use different and apparently contradicting repertoires in their talk from 

moment to moment according to their needs 

• conversations are dynamic interpersonal processes of construction that are 
joint actions. 

3.20 Rationale for the use of discourse analysis 
Given the emphasis on construction and function, DA is particularly suited to the 

investigation of therapist and client talk. Previous DA studies have examined the 

negotiation of agency, responsibility and blame between therapist and client, the 

transformation of meaning in the course of therapy, the role of the therapist in 

shaping clients’ accounts, and power and resistance within therapeutic discourse. 

DA can be applied to any kind of text, including researcher-generated texts. 

Therefore, it was a suitable methodology to analyse the semi-structured interviews 

where the primary concerns included how people negotiate meaning, reality, identity 

and responsibility within therapeutic settings. 

3.21 Methodological procedures 
While there is no overall agreement regarding the process of conducting DA, 

several guides to conducting DA research are available (Billig, 1997; Potter & 
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Wetherell, 1987; Wiggins & Potter, 2008), together with published information on 

analysing discourse (Potter, 2003; Parker, 1992).This study follows the procedures 

suggested in Potter and Wetherell (1987) consisting of 10 phases (from the creation 

of the research question to circulating findings). However, in practice, these stages 

are not clear cut and sequential. The section below outlines the analytical stages of 

the process. 

3.21.1 Coding 
Before any analysis, the transcripts were coded using categories related to the 

research question. Coding was a pragmatic rather than an analytical activity. 

Collecting instances for examination was done as inclusively as possible, so that 

borderline instances and instances which appeared vaguely connected were 

included. Therefore, the same section of transcript appeared in a number of coding 

categories. Examples of coding were references to the length of time the client 

spent in therapy or to the clients working environment. The analysis involved a line-

by-line reading and re-reading (and in some instances recoding) of the transcripts. 

Unlike other reading, nuances, contradictions and areas of vagueness were 

important. It is important to realise that people become skilled at listening/reading for 

gist, restructuring text and talk into something that makes sense, and part of this 

skill involves the presuppositions of the listener/reader (Ashmore, 1985). In contrast, 

reading as an analyst required questioning the reading of the text. Therefore, it was 

important to throw off the habit of repairing that indexicality (Garfinkel, 1967), 

through examination and re-examination. 

3.21.2 Language as constructive discourse 
The first step in the analysis was to examine the various ways in which therapy, 

TSD, the therapeutic relationship and the therapeutic process and other elements 

relevant to the study were constructed within the transcripts. The researcher looked 

for patterns in the data and therefore meaning (Georgaca & Avdi, 2012). The 

patterns had variability and consistency in content and form both within and across 

transcripts. The researcher examined the various ways in which the beliefs and 

advice from the participants’ training organisations were constructed within the 

interview. All of the instances where this was mentioned or implied were examined. 

For example, participants talked about their training and the beliefs and advice of 

their training organisations regarding the use of TSD with some consistency. 

However, while talking about the ‘same’ thing, there were variations between and 
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across accounts, and this was extremely revealing. This was not entirely 

unexpected, as Potter and Wetherell (1987) illustrate how consistency is not due to 

participants describing a consistent world, rather it is because different types of 

accounts are restricted to different contexts. Therefore, the differing accounts could 

be related to the different therapeutic orientation or approaches of the participants’ 

training or differing points within the interview. 

3.21.3 Language as functional: rhetorical strategies 
The next level of analysis examined the way in which participants used language to 

serve interpersonal functions, such as attributing responsibility, allocation of blame, 

or disowning an unwanted identity (Potter & Wetherell, 1987). This stage of the 

analysis was based on the theoretical belief that peoples’ talk fulfils a variety of 

functions and has a number of effects. What was said before and after these 

sections was noted. The social action of each participant could be deduced after a 

detailed analysis of the functions of their talk. The researcher formed hypotheses 

about the functions and consequences of the various sections and searched for 

evidence within the transcripts to support these theories (Georgaca & Avdi, 2012). 

3.21.4 Positioning 
The third level of analysis looked at subject positions, whereby the participants 

made their identities known through particular ways of talking (Davis & Harré, 1990). 

The analysis at this level required the researcher to ask a number of questions, 

including: in whose name did the participant speak? Who did they address? Who 

did they speak for? Different positions have differing levels of accountability and 

could have a number of functions, including: to distance the participant from certain 

practices, or to give their own ‘version’ greater credibility. However, the participants 

could only ever be positioned in relation to others. Therefore, when certain positions 

are taken by a participant, this necessarily entails the participant attributing a 

position to another in their absence. 

3.22 Reliability, validity and trustworthiness 
Potter and Wetherell (1987) suggest four main elements to assess the validity of the 

findings within a DA study. These include coherence, participants’ orientation, new 

problems, and fruitfulness. These four techniques allow for a stringent examination 

of the claims made within the research. 
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3.22.1 Coherence 
Coherence refers to how the analysis should represent the data, and any hypothesis 

should fit both the overarching body of the data while simultaneously be supported 

by in vivo quotes from participants. 

3.22.2 Participant orientation 
Suggests that the focus of the analysis should be directed to interactions that have 

the distinct possibility of holding important implications for practice. Good research 

would not focus solely on dictionary definitions of words or abstract notions of 

meaning. 

3.22.3 New problems 
Sacks (1984), Potter and Wetherell (1987) and Leverson (1983) suggest that a 

hypothesis that clarifies the existence of a primary system of linguistic resources to 

make certain things happen can be tested, via the primary system’s ability to create 

a new problem that will need resolving using a second system of linguistic 

resources. Therefore, the existence of this secondary system acts as a validity 

check on the hypothesis. 

3.22.4 Fruitfulness 
Potter and Wetherell (1987) suggest that the analysis should generate novel 

explanations and fresh solutions.  

It is important to consider the quality of the research analysis holistically, whereby 

the quality of both approaches could each be measured separately, via one system. 

Yardley (2000) provides a system that is designed as a heuristic measure to check 

the quality of any qualitative piece of research. In other words, it is not intended to 

be a quality measure for DA or IPA specifically. Yardley (2000) advises using the 

four principles to assess the reliability, validity and trustworthiness of a variety of 

qualitative research studies, which would include IPA and DA. These principles are: 

• sensitivity to context 

• commitment and rigour 

• transparency and coherence 

• impact and importance. 
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How this study followed these principles will be discussed separately under each 

heading. 

3.22.5 Sensitivity to context 
The study adopted a social constructionist stance and was therefore explicitly 

sensitive to the “social-cultural milieu in which it was situated” (Smith, Flowers, & 

Larkin, 2009, p. 180). The literature on phenomenological work and TSD was 

critically evaluated with acknowledgement of the socio-historical conditions in which 

they have emerged, and their capacities, assumptions and limitations. Every effort 

was made to put the participants at ease, as a means to reduce the power 

imbalance and promote increased collaboration. The data collection was a joint 

production to ensure participants were given a voice. The researcher reflected on 

the power that was held through the analytical process and ensured that the 

analyses were grounded in the data. 

3.22.6 Commitment and rigour 
The points outlined above also serve to illustrate the studies commitment and rigour. 

The study showed commitment to the underlying theoretical principles of DA and 

IPA and rigorous engagement with them both separately. This included seeking to 

capture the reality of the participants’ experience (Maykut & Morehouse, 2001) by 

demonstrating the role of language in rendering TSD thinkable, knowable and 

possible. it also highlighted the way in which participants ‘expert’ professional 

understanding of the concept came to inform and be mobilised in client’s talk; 

looking for overlap and variations within these discourses. This was achieved by 

enlisting the help of my primary and secondary research supervisors to raise 

questions of bias (Guba & Lincoln, 2004; Maykut & Morehouse, 2001), and ensuring 

the resultant interpretative work was situated within the broader literature. 

3.22.7 Transparency and coherence 
The analysis was conducted thoroughly and systematically with sufficient 

interpretation and grounded in the data. A clear audit trail was kept during each 

stage of the research process to ensure researcher integrity and illustrate the 

trustworthiness of the outcomes (Maykut & Morehouse, 2001; Silverman, 2011; 

Smith, Flowers, & Larkin, 2009). It is noted throughout the study that the researcher 

was a therapist with experience of being a client in therapy, and therefore held an 

insider’s perspective and this was reflected on as part of the process of ensuring 

transparency. The double hermeneutic process was acknowledged and was an 
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integral part of the process of IPA, and the benefits and limitations of the insiders’ 

perspective were considered with regard to this. The interviews were transcribed 

verbatim to meet the requirements of DA. The transcript data will be stored, 

managed and analysed using NVivo software for efficiency, multiplicity, 

transparency, depth and rigour (Bazeley, 207). 

3.22.8 Impact and importance 
Potter and Wetherell (1987) emphasised the importance of presenting the analysis 

and conclusions in a way that is both transparent and accessible to the reader. The 

significance of researching phenomena that has a direct impact on practice is 

highlighted (Potter & Wetherell, 1987). To have maximum impact on therapeutic 

practice requires publication in counselling journals that publish work using a similar 

research approach. For example, a re-conceptualisation of TSD that takes into 

account its socially constructed nature could prompt a level of theoretical and 

conceptual engagement that is currently missing from the mainstream literature. 

Therefore, the study may invite researchers to look at the assumptions that are 

taken for granted and be open to alternatives and value individual variations. 

In addition, the use of IPA has allowed participants to reflect on their experiences as 

they attempted to understand and articulate them in all their discursive richness. 

Research on TSD may benefit from the complexity of the contradictions and 

nuances acknowledged and valued, within the research as opposed to trying to 

measure and fix these experiences via a generalised nomothetic explanation. The 

study has implications to inform practice and assist therapists in therapy in 

understanding and making sense of their own experience of TSD. 

3.23 Limitations 
3.23.1 Limitations of interpretative phenomenological analysis 
Like all research methods, IPA has both practical and conceptual limitations. Willig 

(2013) highlights how IPA relies on the extent to which participants can 

communicate their rich and vivid ‘inner’ experience to the researcher. The aim of 

IPA is to explore the ‘inside’ perspective and in doing so relies on participants being 

able to do this through language. Therefore, a lack of eloquent participants 

(especially considering the ideographic nature of their narratives) might lead to 

mainly descriptive accounts. Overly descriptive accounts have the potential to 

create a dilemma for the researcher who, in the quest to ensure their work is not 
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excessively descriptive, may offer a level of interpretation that is not wholly 

grounded in the data. 

3.23.2 Limitations of discourse analysis 
Generally, DA has been seen as too open to researcher interpretation (Georgaca & 

Avdi, 2012). However, it is important to note that rather than critiquing the study for 

being overly descriptive in its use of IPA and overly interpretive in its use of DA, it 

can be argued that to some extent, one method address the limitations of the other. 

There are several methodological limitations to be considered: 

1. The small number of participants could mean that the study’s findings may 

have limited transferability to the general population (Polit & Beck, 2010; 

Donmoyer, 1990; Lincoln & Guba, 1985; Patton, 2002). 

2. The individuals who volunteer to participate versus those who do not come 

forward may represent some selection bias (Schwartz, 1999). 

3. The participant’s perception of TSD may have been impacted by other 

therapy behaviour, as TSD cannot be isolated from the overall experience 

(Audet, 2004). 

3.24 Summary 
The study used IPA and DA as two separate but compatible methodologies. This 

provided a dual lens that combined a hermeneutic focus on lived realities, and the 

analysis of discourses that mediated the participants’ experiences and realities 

(Smith, Flowers, & Larkin, 2009). Hood (2015) suggests employing multiple 

perspectives may perform a similar function to employing more than one researcher; 

providing a form of triangulation and perhaps giving a deeper meaning to what is 

found, and also helping to find out more. This dual approach was particularly useful 

in answering the research question as it identified mechanisms of change, 

highlighted the contextual factors that affected those mechanisms and offered a 

deeper exploration of particular configurations of TSD together with outcomes in the 

therapeutic relationship (Pawson, 2013). 

The next chapter contains an in-depth exploration of the findings from the IPA and 

DA analysis. Consistent with both the IPA and DA methodologies, verbatim extracts 

have been provided to emphasise the ideographic nature of the experience and to 
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support the findings. The information is not exhaustive and illustrates only the 

findings that directly address the research questions.   
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Chapter 4 Findings 

This chapter is divided into two parts. The first will present the findings of an 

interpretative phenomenological analysis (IPA) of the interview transcripts. Section 

4.2 will present the findings of a discourse analysis (DA) of the interview transcripts. 

Therefore, in section 4.1 a verbatim transcription style was used, as this is best 

suited to IPA analysis. Section 4.2 of this chapter required listening to the audio 

recordings again to provide the addition of the paralinguistic features of the talk that 

were required before conducting the DA. A copy of the transcription notation used in 

section 4.2 is provided in appendix 3. The qualitative material is the same in both 

sections, but is explored through a different analytical lens. The IPA of the data was 

conducted first, and the DA of the data second, using the two aspects of the 

research question as a differential focus for each part of the analysis. After 

rigorously analysing the data separately, a synthesis of the findings of both parts of 

the analysis was conducted. 

 

Throughout the interview process, attempts were made to intentionally avoid 

language that drew overtly from a disclosing or non-disclosing stance. However, 

these interviews were semi-structured, and when participants raised topics, 

constructing subsequent questions and probes spontaneously, some of the 

questions did use language that positioned the researcher.  It should be noted that 

the researcher drew on this discourse in response to the participants’ use of related 

constructs. 

 

The roles of client, therapist, and researcher are similar in that each can be 

positioned as possessing authoritative knowledge. Each can be positioned as a 

novice aligned with someone open and discovering information for the first time.  

Within the interviews, there were shifts in how the participants positioned the 

researcher.  Examples of this positioning and re-positioning are indicated by the 

degree of familiarity with the subject that the participants attribute to the researcher.  

These levels of familiarity are often normative expectations of someone in the 

category of ‘client’ or ‘therapist.’ They would not necessarily be normative for 

someone in the category of the researcher. Making statements in the form of 

questions as if they presumed that the researcher already knew the answer, a 

frequently found example being the addition of ‘you know’ to a statement. 
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4.1 Interpretative phenomenological analysis 
Section 4.1 will present the findings of the first half of the twin-focus analysis: IPA of 

the interview transcripts of eight clients’ reported experiences of therapist self-

disclosure (TSD). Here the question to be explored was how the participants 

experienced hearing TSD, and subsequently made sense of that experience in the 

context of their therapy. Six superordinate themes emerged: i) the therapeutic 

relationship prior to the disclosure; ii) the disclosure content; iii) the disclosure 

process; iv) the short-term impact; v) the long-term impact; and vi) meaning making. 

Within these superordinate categories, 17 subordinate themes were identified. The 

findings correspond to the focus outlined in the methodology section and reflect the 

interview questions. The superordinate and subordinate themes are summarised in 

table 4.1. 

Table 4.1 Summary of the phenomenological analysis of clients’ experiences of 

therapist self-disclosure 

Superordinate themes of experiences of therapist self-
disclosure 

Subordinate themes 

The therapeutic relationship prior to disclosure Levels of trust and judgement 

Hierarchy/reputation 

Disclosure content Disclosure as cognitively elusive  

‘me too’ disclosure of similarity 

‘in opposition’ disclosure of difference 

Disclosure process Therapeutic language 

Emotionally charged language 

Short-term impact Alterations in the therapeutic relationship 

The power dynamic 

Specialness 

Feeling silenced and shut down 

Having permission to disclose 

Questions  

Long-term impact Healing and appreciation  

New levels of assertiveness 

Meaning making Guilt and blame 

Professional outlook 

Within each section the data are grouped under superordinate and subordinate 

themes that reflect the participants’ narratives, and these are supported by in vivo 

quotations. Each superordinate section is presented with a table showing the 
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subordinate themes and the prominence of each theme across participants. An 

ellipsis (…) is used to represent the omission of words from the original transcript. 

4.1.1 Superordinate Theme 1: the therapeutic relationship prior to 
disclosure 
This theme revealed how the participants reported feeling about their therapist prior 

to the disclosures taking place. It is important to first appreciate how the participants 

defined their relationships with their therapists, to help recognise the complex 

changes that occurred after the therapist disclosures were made.Table 4.2 

Superordinate Theme 1: the therapeutic relationship prior to disclosure 

Participants 

 

Therapeutic relationship prior to disclosure 

Levels of trust and 
judgement 

Hierarchy/reputation 

1 Samantha ü ü 

2 Kym ü ü 

3 Vicky ü ü 

4 Becca ü  

5 Marcela  ü 

6 Charlotte ü ü 

7 Sarah   

8 Archie  ü 

The tick symbol in each subordinate theme column, shows that the participant contributed to the 
theme and short extracts of supporting vivo quotations are provided in the following section 

4.1.1.1 Levels of trust and judgement – ‘she’d think I was awful and 

horrendous’ 

When the participants were asked about their relationship with their therapist, 

several participants identified some of the positive characteristic they believed their 

therapists possessed, such as ‘kind’ (71), ‘compassionate’ (8) and ‘nurturing’ (7). 

However, some participants stated that they ‘didn’t have trust in’ (6) or ‘struggled to 

trust’ (2) their therapist. In addition, one participant reflected that she didn’t ‘think it 

was that conscious’ (1) and she felt that the characteristic of not being able to easily 

share information with others was ‘quite natural’ (1). These findings suggest that for 

                                                

1 The numbers in the brackets after each quotation represent the participant’s number, which 

can be found together with the pseudonyms of each participant within the table presented at 
the start of each superordinate section. 
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some participants the level of trust achieved in their therapeutic relationships was 

reliant on a complex number of variables, some of which may have been outside of 

the participant’s awareness and may have included a sense of achieving a ‘feeling 

of safety’ (4). It was acknowledged by some participants that they felt ‘cautious’ (3) 

of their therapist, and some described how this was characterised by a sense that 

they ‘hadn’t yet opened the locked doors’ (3) in their psyche. One participant talked 

about ‘not being honest’, ‘not sharing’ and ‘telling half-truths’ (4). In some cases, the 

participants held back in therapy for up to ‘18 months’ (1) or ‘two years’ (4). The 

reasons participants gave for their reluctance to share information with their 

therapists focused around concerns that their therapist might judge them negatively 

or reject them. This was illustrated by Samantha, who admitted that she ‘definitely 

omitted things … [her therapist] might judge’ (1). Similarly, Kym suggested her 

therapist was a ‘perfect, powerful person who’s gonna be quite critical’ (2) and 

therefore, she stated that she felt unable to ‘trust him’ (2). In addition, Samantha 

described how she felt if her therapist really knew what her life had been like she 

would be judgemental of her, saying ‘she’d think I was awful and horrendous’ (1). 

4.1.1.2 Hierarchy and therapist’s reputation – ‘feeling small’ 

The participants expressed that some aspects of their relationship with their 

therapists were based on the therapist’s reputation, social status and the power the 

participants bestowed on their therapists. One participant described their therapist 

as ‘very, very established’ (8), another spoke of her therapist as ‘very clinical’ (6), 

stating she valued the therapist’s ‘expertise’ (6). Six of the eight participants 

described the power imbalance in the relationship they had with their therapist: 

sometimes the therapist was directly ‘perceived her to be hierarchical’ (1) or 

indirectly seen as ‘representing all the critical, negative male, older figures that I’d 

had in my life’ (2) and ‘he was a sort of father figure’ (8). One participant had a felt 

sense of ‘a different power dynamic in the room’ (3), and this was expressed 

similarly by another participant who described ‘seeing the therapist up there’ (5). For 

some participants, this power imbalance continued for many months, with one 

participant expressing that she had ‘spent the last 18 months (.).hh seeing her 

[therapist] as superior’ (1) and for one participant, the power they bestowed on their 

therapist was accompanied by strong emotions: 

‘I was terrified of him [laughter] really terrified of him erm – and I don’t know, 

I think I became quite [like] small child when I was around him because I 
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remember when I used to go thinking his door was so big … and it took me 

about a year to realise actually his [laughter] door’s a normal sized door, it’s 

just me feeling small.’ (2). 

4.1.2 Superordinate Theme 2: disclosure content 
Throughout the narratives, the participants described their experiences of hearing 

different therapist self-disclosures. All the participants reported that they had heard 

more than one disclosure from their therapist.  

Table 4.3 Superordinate Theme 2: disclosure content 

Participants Disclosure content 

Disclosure as 
cognitively elusive 

‘me too’ disclosure 
of similarity 

‘in opposition’ 
disclosure of 
difference 

1 Samantha  ü  

2 Kym ü ü ü 

3 Vicky  ü ü 

4 Becca ü ü  

5 Marcela ü ü  

6 Charlotte  ü  

7 Sarah ü ü ü 

8 Archie ü  ü 

The tick symbol in each subordinate theme column, shows that the participant contributed to the 
theme and short extracts of supporting in vivo quotations are provided in the following 
section 

4.1.2.1 Disclosure as cognitively elusive – ‘nothing really’ 

Five of the participants had experienced some form of TSD that they ‘couldn’t really 

remember’ (2). The participants had a vague recollection that the therapist ‘said 

something’ (7) and they were ‘sure they [the therapists] will have disclosed at some 

level’ (8). The participants described these TSDs as similar to everyday 

conversations or ‘kitchen talk’ (4), stating that the therapist ‘does not go into detail’ 

(4), it had ‘often been just a little thing’ (7), ‘mundane’ (2) or ‘something really 

simple’ (2). Generally, the participants described these disclosures as not about 

‘anything specific’ (5). The participants reported finding it difficult to recall the details 

of these TSDs saying ‘nothing really stands out’ (8) and that the memories ‘had not 

stayed’ (8) with them, and yet, the participants described these TSDs as ‘good’ (5) 

and ‘feeling incredibly relational’ (2) and having ‘been really, really helpful’ (7) and 
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‘needed at that time’ (5). In addition, one participant, although not able to provide an 

example of such a disclosure stated: 

 ‘it would be with the intent of me being the recipient of the information. 

Rather than them [therapists] being so caught up with their stuff.’ (7). 

4.1.2.2 ‘Me too’ disclosure of similarity – ‘the same with me’ 

Some participants reported experiencing TSDs that they perceived as detailing 

similar experiences to their own, when they were ‘stuck’ (1) or when their therapist 

had ‘picked up’ on the ‘power imbalance’ (2). One difference between these 

disclosures and those previously mentioned is that the participants had stronger 

memories of these interactions. One participant reported that they could ‘remember’ 

(1) and another participant reported being able to ‘remember thinking gosh’ (2). This 

was echoed by Participant 5, who reported having a ‘stronger memory’ (5) and that 

they could ‘remember quite well’ (5) stating what they 

‘remember more is eh – the element of surprise and eh – erm … and having 

something in common’ (5). 

Participant 6 reflected on how vivid this memory was after several years, stating that 

she could 

‘really remember it, … I can really picture the two of us [the participant and 

her therapist] sat there’ (6.) 

Although the memories were intense, two participants described how 

‘the self-disclosures were really small. It was I’d say something, and he 

might just say “me too”. It didn’t have to be anything big’ (2), or 

‘something along the lines of “ah it’s much the same with me’ (3). 

It appears that these TSDs seem to have provided the participants with a sense of 

similarity, and a belief that they had shared a comparable experience to their 

therapist. Seven of the participants had experienced this type of disclosure, with one 

participant reporting that her therapist disclosed ‘exactly the same thing happened 

to me’ (6). This was echoed by another participant, who remembered trying to 

explain why she believed she was ‘a bad person’ (1) and then one day her therapist 

self-disclosed ‘I’ve been that person’ (1). 

These feelings of similarity were also described by Marcela, who remembered 

telling her therapist about her relationship with her mother and 
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‘describing a bit of dynamics eh – my therapist eh erm disclosed that she 

had a similar experience with her mother’ (5). 

Likewise, Kym reported her therapist saying: 

‘this is really close to some of my stuff (.) but I think the difference between 

you and me is … I’ve come to accept that is just the way it is for me and 

that’s okay whereas for you, you really beat yourself up for it’ (2). 

Likewise, Becca reported remembering when she ‘was having a very hard time’ with 

her children especially her son and she 

‘said to her [therapist] several times “you don’t understand, you don’t 

understand” and eventually … [her therapist] opened up and she said that 

she did and she shared a little bit about her own son’ (4). 

Furthermore, Sarah discovered she had something in common with her therapist 

when her therapist disclosed that they both ‘went to a particular church’ (7). One 

participant who as a child had experienced a number of very traumatic family events 

spoke of how her therapist ‘did reveal something’ (4) of her personal family history in 

that the therapist’s sister 

‘erm when she was in her twenties had been in a bad marriage and when 

they got divorced her ex-husband killed her and then shot himself’ (4). 

The participant was aware that her therapist’s history was very different to her family 

situation and yet she remembered ‘thinking that’ (4) for both of them ‘it was more 

about loss’ (4), and so this disclosure came to represent the similarity between 

them. Another participant suggested she 

‘found it difficult to apply a language to … [her] experience ‘cause it had 

happened quite young in life’ (1). 

The participant talked about how she ‘felt less pressure to get the language right to 

explain’ (1). Her therapist had self-disclosed that they had shared very similar 

experiences. The participant believed that her and her therapy ‘couldn’t have got 

anywhere near the depth [of work] … that we did … without her [therapists] 

disclosure’ (1). Even with the participant’s limited vocabulary to articulate her 

experiences, she felt reassured that her therapist ‘kind of knew’ (1) what she was 

trying to communicate as her therapist ‘wasn’t like a tourist’ (1). In addition, the 

same participant felt understood stating that: 
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‘she had got what I was trying to say and she would offer … me language 

and I might use that for a while and then I’d come back with my own 

language later.’ (1). 

This participant described how the language was 

‘about me feeling empowered about being able to use the language (.) … 

kinda reclaiming if you like … as a positive it’s mine and I’m going to use it 

that’s how I felt about the language’ (1). 

This was echoed by Marcela, who explained how her therapy started ‘not long [after] 

I moved to England and my English was not good at all’ (5). After hearing her 

therapist’s self-disclosure, Marcela described how she 

‘felt like eh more connected and that … [her therapist] could truly understand 

… what I was talking about and eh my-my experience eh also the part that I 

wasn’t able to express verbally’ (5). 

These excerpts from the narratives seem to suggest that, for these two participants, 

the experiences of hearing their therapist’s self-disclosure offered a sense of 

similarity and understanding, yet also, supported both of these women in being able 

to vocalise their own experiences and ‘find their voice’. 

4.1.2.3 ‘In opposition’ disclosure of difference – ‘judgemental side’ 

While seven participants had experienced TSD that offered a sense of connection 

with their therapists and suggested that they had some similar shared experiences, 

four of the participants described a contrasting experience. Their TSD was not 

perceived as similar to their own experience. These disclosures were often 

described as ‘unrelated’ (7), ‘inappropriate’ (8), ‘judgemental’ (3) or ‘wrong’ (2). One 

participant gave an example of a ‘time that he[r therapist] got it wrong’ (2). The 

participant described ‘talking about a difficulty’ (2) that she had in her ‘relationship 

with’ her ‘parents’ (2), and remembering how during an illness the participant 

‘just wanted my parent to be there for me and they weren’t and then he[r 

therapist] mentioned his son had rang at the weekend to say he wasn’t well 

and he just wanted to come and how nice it was that he could do that and for 

me that kind of – I don’t know where that came [from] … that … [disclosure] 

was very much “I’m the proud father and I’m so glad … it came from his 

frame more than [mine]’ (2). 
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Later the participant reflected how she ‘struggled to try and – think afterwards what 

the emotional reaction was, but I think I just felt really sad that I didn’t have that’ (2). 

This disclosure highlighted the differences between the therapist and client and in 

doing so created a negative emotional reaction. Another TSD that created negative 

emotions within a participant was described by Participant 3. Vicky remembered 

speaking about a work-related issue, saying that: 

‘one of the things that they dumped on me was the task of doing sex 

education, and I was met with anxious parents and that drove me slightly 

bonkers and I disclosed that to my therapist’ (3). 

Vicky relayed how her therapist responded 

‘by sort of drawing herself up and sitting up a bit straighter and she went … 

on … about [how] as a parent she found it really intrusive and controlling 

the way teachers thought they knew better than parents’ (3). 

Vicky was left with a feeling that her therapist, had ‘align[ed] herself with the other 

side with the judgemental side – the – the pointy finger side’ (3).  

Likewise, Participant 7 also experienced an unsolicited TSD. This disclosure was 

related to a bereavement, and while the topic area was similar, the participant 

perceived her therapist’s self-disclosure as outside of her own experience. The 

participant sought therapy to explore her father’s death which happened many years 

earlier when she was 12; ‘it was actually a – traumatic bereavement because he[r 

father] died within three weeks of being diagnosed’ [with cancer] (7). 

The participant reported how in response to hearing about her bereavement her 

therapist self-disclosed ‘that she’d had a miscarriage or rather a very, very late erm 

it was a still-birth’ (7). The participant had 

‘been feeling quite upset and emotional just remembering my dad and  what 

had happened and how much I missed him and … so I was – covering that 

particular topic, more the shock – more than his death’ (7). 

Afterwards, she recalled the TSD left her ‘completely shocked and actually it was a 

replication of the same shock I found over my father’s death’ (7). The participant 

‘remember[ed] that was very, very difficult to manage’ (7) and how at the time she 

‘felt unable to talk to anybody’ (7) when her therapist ‘disclosed what she did it felt 

out of context’ and ‘uncomfortable’ (7). 
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A similar experience of a client hearing a disclosure that was outside his own frame 

of reference and life experience occurred when Participant 8 was in therapy 

exploring his relationship with his father. Participant 8 reported how he wanted to 

discuss the issues 

‘around wanting to hug my dad … I remember when I was 12 or 13 erm going 

to give him a goodnight kiss or whatever and he kind of basically said you 

know you’re too old for that now. And that was that … we stopped any kind of 

physical contact really and I kind of really missed that. So, I was kind of 

looking, exploring the loss’ (8). 

The participant’s therapist was described as 

 ‘an older man. He would have been sixties, early seventies at the time … 

he’d married a much younger woman late in life and he had a little boy who 

was about six’ (8). 

In response to the participant, the therapist shared his fear that ‘he wouldn’t be there 

to see his son get old or you know grow up’ (8). The participant suggested the 

sessions became ‘more collegiate I suppose’ (8) ‘more of a-a mutual sharing’ (8) 

‘maybe … a distortion of what Rogers’ (8) meant a ‘misinterpretation of [the] person-

centred [approach]’ (8). 

Subsequently, two of the participants reported how these TSDs left them feeling 

confused. Kym stated that she didn’t ‘know where that [disclosure] came from’ (2) 

and that ‘it really went wrong’ (2).  While Vicky described how the disclosure 

changed her relationship with her therapist ‘in terms of – trust or intimacy’ (3). In 

addition, Kym described how she ‘struggled’ (2) and could not 

‘see the relevance’ of the disclosure, feeling that it was more ‘about … [her 

therapist’s] life rather than [having] any relevance’ (2). 

It seems that for some participants neither their personal or professional 

experiences have prepared them for the intensity of their reactions to the 

disclosures.  

4.1.3 Superordinate Theme 3: disclosure process 
This section looks at the themes that emerged regarding the self-disclosures’ 

context, in relation to whether or not the participants prompted any of the self-

revealing therapist disclosures. It also considers if the information was congruent, in 

that these self-revealing therapist disclosures may have been reciprocally given in 
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response to a similar participant disclosure. Of equal prominence were the 

participants’ perceptions of the emotions conveyed by the therapist while making 

their self-disclosures, as these were an important element of the participants’ 

experience. 

Table 4.4 Superordinate Theme 3: disclosure process 

Participants Disclosure process 

Therapeutic language Emotionally charged 
language 

1 Samantha ü  

2 Kym ü ü 

3 Vicky  ü 

4 Becca ü  

5 Marcela ü  

6 Charlotte ü  

7 Sarah ü ü 

8 Archie  ü 

The tick symbol in each subordinate theme column, shows that the participant contributed to the 
theme and short extracts of supporting vivo quotations are provided in the following section 

4.1.3.1 Therapeutic language – ‘keeping a therapeutic hat on’ 

Where the participants viewed the disclosures as ‘open and honest’ (2), ‘needed’ (5; 

6), and ‘tailored to’ (2) their individual characteristics, the participants were more 

positive, suggesting the TSDs were ‘careful’ (2), ‘normalising’ (6), ‘appropriate’ (7) 

and ‘boundaried’ (4). A lot of importance was attached to the tone and emotions 

conveyed to the participants during the therapist self-disclosing process, and the 

disclosures seemed to be better accepted by the participants if they were ‘always 

done in quite a subtle way’ (2) and if the participants felt they ‘always knew why … 

[the therapist] was’ (2) disclosing. This was illustrated by one participant who 

suggested her therapist ‘was still the same, I mean she was still had – the same 

way of talking’ (5). This was echoed in another participant’s description of how her 

therapist prefaced the self-disclosure stating: 

‘we definitely had a conversation about (.) if you don’t want to hear this (.) 

then (.) tell me and I’ll shut up because this is about you not me kind of 

conversation’ (1). 

The participant went on to say, ‘the language that [her therapist]’ (1) used was 

‘politically correct’ (1). A similar experience of hearing a therapist’s self-disclosure 
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while the therapist was able to maintain a therapeutic stance was described as 

‘keeping’ a therapeutic ‘hat on’ (5). The process of her therapist successfully 

disclosing was seen by one participant as a dual responsibility: 

‘almost an unwritten piece that we both came to an agreement that – she 

would disclose a certain amount and I didn’t probe’ (4). 

Participant 1 articulated why: 

‘it’s important in the sense that … if she extended herself beyond being a 

counsellor in order to access what she was disclosing then I guess she 

would probably be at risk and not be able to contain the session’ (1). 

In addition, this participant described how she felt ‘almost more grounded than if’ (1) 

her therapist had been ‘using emotionally charged language’ (1) similar to the 

language the participant had used, the participant suggested that her therapist was 

 ‘containing her part and (.) and making it safer (.) urm and that vis-à-vis hh 

it can be contained and can be made safer’ (1). 

This suggests that her therapist’s use of self-disclosure modelled how to talk about 

issues while managing to keep emotionally safe and contained and that ‘clearly it 

was still a professional thing’ (1). 

In contrast, Marcela described the therapist’s voice ‘softening’ (5), whereby the TSD 

felt more like the therapist was going to ‘tell you a secret’ (5), Two participants 

talked about how that style of TSD could have ‘changed … [the sessions] from 

being a useful therapeutic space’ (8) and make ‘the therapy space feel 

contaminated and extremely unsafe’ (7). 

4.1.3.2 Emotionally charged language – ‘dissolved into tears’ 

It was evident from the narratives that three of the participants reported hearing 

TSDs that adversely ‘changed the nature of the relationship’ (8) they had with their 

therapist. In these instances, the TSDs were described as ‘inappropriate’ (7; 8), 

‘judgemental’ (3) and ‘awful’ (7). Generally, these TSDs were where the therapist 

‘just kind of came out with’ (7) a disclosure. That is, these were not disclosures 

prompted by the participants, and these participants did not view the disclosures as 

either reciprocal or congruent (in that they were neither instigated by the 

participants’ questions or in response to a similar disclosure they had made as a 

client). Nor did the participants ‘see the relevance’ (2) of the disclosures. Often the 
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disclosures were seen as being about the therapist’s ‘life rather than [having] any 

relevance to’ (2) the participants. The disclosures were not perceived as being 

about a similar situation to the one being discussed by the participants. One 

instance of an unwelcome TSD was perceived as the therapist going ‘off – on a 

conversation’ (3) of their own. Frequently, these TSDs were perceived as being 

accompanied by the therapist’s emotions relating not to the session, but instead to 

the event that happened outside of the therapy room. The emotions varied in that 

one participant described her therapist as ‘proud’ (2), while another sensed ‘conflict’ 

(3), and another registered their therapist being ‘upset’ (8). One stated that they 

remembered ‘lots and lots of tears’ (7), while the other described how their therapist 

‘burst into tears’ (8). The emotionally charged language used by the therapists 

‘wasn’t nice’ (3), and for one participant who reported feeling that she witnessed her 

therapist’s ‘judgemental side’ (3), she felt that her therapist’s self-disclosure was 

rebuking her for being ‘a naughty person’ and ‘a bad teacher’ (3). There was a 

sense that rather than being safe and boundaried, the therapist’s emotions were 

‘kinda being (.) spewed all over the table’ (1). 

4.1.4 Superordinate Theme 4: short-term impact 
For ease of presentation of the impact of the TSDs, the participants’ references to 

impact have been split into two sections – those defined as short-term and those 

that fall more into the category of long-term impact. However, it should be noted that 

these categories are artificially imposed on the narratives. So as not to subjectively 

overlay the participants’ stories with too much interpretation, it is important to state 

that the participants viewed their therapy not in terms of short-term or long-term 

effect, rather that they described their therapeutic experience as a ‘journey’ (6; 7), 

with one participant suggesting her therapist played the role of a guide leaving a 

‘breadcrumb trail’ (1). Four participants reflected back on their therapy discussing 

‘depth’ (1; 3; 4; 6) rather than time, and rather than seeing the long-term impact as 

something that had been accomplished, one participant reflected that she was ‘still 

thinking about... the self-disclosure’ (5) during the day of the interview.  
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Table 4.5 Superordinate Theme 4: short-term impact 
Participants Short-term impact 

Alterations in 
the 
therapeutic 
relationship 

The 
power 
dynamic 

Specialness Feeling 
silenced 
and shut 
down 

Having 
permission 
to disclose 

Questions 

1 Samantha ü ü ü  ü ü 

2 Kym ü ü ü  ü ü 

3 Vicky ü ü ü ü   

4 Becca ü ü ü  ü ü 

5 Marcela ü ü ü  ü  

6 Charlotte ü ü ü  ü ü 

7 Sarah ü ü ü ü  ü 

8 Archie ü ü ü ü  ü 

The tick symbol in each subordinate theme column, shows that the participant contributed to the 
theme and short extracts of supporting vivo quotations are provided in the following section 

4.1.4.1 Alterations in the therapeutic relationship ‘the doors to trust” 

For those participants who welcomed the TSDs, believing them to be ‘needed’ (1), 

and ‘useful’ (2) to their therapy and for those that viewed the TSDs as ‘boundaried’ 

(4), and ‘appropriate’ (7), the alterations in the levels of trust achieved in their 

therapeutic relationships were constructive. Five participants introduced 

experiences of increased trust, and one participant expressed how it 

‘felt – more like he[r therapist] trusted’ her and so she ‘could trust him 

more… he was more of a real person’ (2). 

This was echoed by Charlotte, who stated ‘the relationship [with her therapist] 

changed completely through disclosure’ (6), and furthermore ‘actually suddenly’ she 

‘could really trust her [therapist] more as a human’ (6). Another participant reported 

that the disclosure ‘worked because it helped open the doors to trust’ (4). Marcela 

stated that she experienced a similar alteration in her therapeutic relationship, 

believing that her therapist’s disclosure helped to ‘reinforce the rapport between’ (5) 

her and her therapist, and increased her ‘trust’ (5) in him. Becca described prior to 

hearing her therapist’s self-disclosure she 

‘would have wanted somebody who was sexually abused and who could 

have – really understood from that perspective’ (4).  
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Becca added, how after hearing the disclosure, she now felt she ‘knew’ her therapist 

‘understood that pain’ (4), and stated that she believed her therapist’s self-

disclosure helped her 

‘to realise that loss is loss – and trauma is trauma (.) And if-if we put a label 

on it such as sexual abuse or domestic violence or-or even children raised in 

a war-torn country you know it’s-it’s still trauma’ (4). 

Like the other two participants, Samantha suggested that after hearing the 

disclosure she ‘was able to be far more truthful with her’ (1) therapist. However, for 

Samantha, this wasn’t an ‘initial response’ (1). At first, Samantha was ‘defensive’ (1) 

and 

‘didn’t want to have empathy for her [therapist’s] experience or for her 

[therapist] to have any capacity to actually get the experience’ (1). 

Samantha explained how ‘she was taking away the specialness almost of the 

experience that I had ‘cause she’d had it as well urm but ultimately that was a good 

thing but that was … my defensive response’ (1). Samantha went on to describe 

how her therapist used disclosure to model self-acceptance: 

‘I almost wanted permission to feel as crap about myself as I did or about 

[that] part of myself as I did and she couldn’t give it me [because] she didn’t 

feel it for her own experience’ (1). 

Samantha explained how further disclosures led to her feeling a sense of competing 

with her therapist: 

‘so, I think I was trying to one-up on her constantly, it never worked’ (1). 

Samantha appeared hesitant when she talked more about her behaviour and 

acknowledged the one-sided nature of the rivalry between them: 

 ‘it was about that (.) and it (.) it wasn’t about that ‘cause like you … can 

imagine how in a therapy context that … you don’t want to be in 

competition with your therapist … it was about that but it wasn’t about that 

(.) it was about that because that’s what it was about in my head’ (1). 

In contrast to welcoming the TSDs, three participants found the disclosures 

‘discordant’ (7) and perceived the disclosures to be ‘unrelated’ (7) to the issues they 

were speaking about. Consequently, the disclosures created feelings of 

‘exasperation’ (3), ‘disappointment’ (3), ‘anger and crossness’ (8), and ‘shock’ (7). 
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These experiences of TSD reportedly decreased the participants’ trust in their 

therapist, with one participant explaining that she didn’t feel that she ‘could trust that 

[her therapist] … could tolerate anything’ (7), this was echoed by another participant 

who perceived ‘the trust thing was completely emptied’ (3). In addition, Archie 

reflected that the TSD 

‘got in the way of our relationship – changed it – to the point where it was no 

longer a therapeutic relationship’ (8). 

Sarah displayed similar feelings in her description of how ‘after that – it definitely 

altered how I felt about her [therapist]’ (7). Vicky spoke about how the unsolicited 

disclosure was ‘enough to knock me back a long way’ (3). Inferring that the 

disclosure had some negative impact on her emotional well-being. 

4.1.4.2 The power dynamic ‘just two people’ 

This theme relates to the participants’ experiences of changes in the power dynamic 

within their therapeutic relationship after hearing their therapist’s self-disclosure. The 

participants’ narratives suggested that those who experienced a positive impact 

after hearing the disclosure and could readily relate their therapist’s self-disclosure 

to their own circumstances experienced their therapeutic relationship as more 

egalitarian. This is illustrated by Marcela, who talked about how she believed her 

therapist’s use of self-disclosure helped to ‘rebalance the power’ within their 

relationship (5) leaving Marcela feeling ‘a bit more empowered’ (5), and having ‘a bit 

more confidence’ she felt this also helped her ‘avoid the idolising the therapist for 

too long’ (5). Samantha articulated her feelings of astonishment at hearing her 

therapist’s self-disclosure, stating: 

‘oh my God she’s human as well and she’s [the therapist] been through this 

thing that I’ve been through and she’s she is functioning and thriving and 

she’s okay’ (1). 

Samantha described how this knowledge had implications for how she perceived 

people saw her in everyday life as her 

‘perception had always been that if people knew my truth that they would 

look down on me yeah’ (1).  
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Samantha added: 

‘and I just spent the last 18 months seeing her [therapist] as superior … 

despite the fact that [her therapist] she had that [same] experience’ (1). 

She also explained further, about her own self-image: 

 and without knowing you’re also assume you’re carrying around (.) an 

emotional wound (.) you assume everybody can see it and obviously they 

can’t’ (1). 

It would seem that Samantha’s acceptance and positive feelings for her therapist 

had helped her with her low self-esteem and lack of self-acceptance. Whereas, 

Charlotte described how after hearing her therapist’s self-disclosure 

‘the relationship shifted from being a relationship that was erm where I 

looked up to her erm as a you might look up to a teacher’ (6). 

In addition, Charlotte talked about how her therapist’s self-disclosure led to her 

feeling and that she shared ‘some common roots’ with her therapist (6). For Kym, 

however, after hearing the disclosure, she described feeling that 

‘the power had gone. We were just two people sat in a room just … one 

human being and another’ (2). 

Kym expressed how afterwards her therapist seemed ‘a bit more human, a bit more 

of a real person’ (2). This sense of being human was echoed in the narrative of 

Becca, who described how ‘each time … [her therapist] would share something I 

realised that she was human too’ (4). In contrast, those participants who believed 

the disclosure they heard was ‘therapist stuff’ (7) that ‘tippled over’ (7) into the 

session and was ‘very un-unpleasant’ (7), ‘uncomfortable’ (7) or ‘detrimental’ (2) 

were consequently less able to see the disclosure as ‘in their interests’ (3). 

Therefore, these participants tended to lose faith in their therapists’ professional 

ability. This was illustrated by Archie, who described how ‘the sessions from there 

on pretty much felt more like erm almost like peer counselling’ (8). 

Sarah suggests that ‘there can be an ego connected to [therapist] self-disclosure’ 

(7), which may somewhat explain how the participants were left feeling that they 

‘saw more than was appropriate’ (3) of their therapist’s ‘vulnerability’ (8), or 

‘judgemental side’ (3). In addition, three of the four participants who experienced 

unsolicited TSDs that they perceived as ‘inappropriate’ (7; 8) mentioned that they 

‘never felt able to … to talk about anything’ (7). Again, each expressed that after 
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hearing their therapist’s self-disclosure they ‘had really stopped working 

[therapeutically] at that point’ (8). Despite this, none of the participants offered 

feedback about their negative reactions to their therapists. Vicky suggested that her 

therapist ‘didn’t – spot that it [the disclosure] did what it did’, and Vicky believed that 

was because she was ‘being … a good actor’ (3) and therefore she managed to 

hide the negative impact from her therapist. Kym suggested that she ‘probably 

remembered it [the TSD] more because’ she ‘never confronted’ (2) her therapist, 

and regretfully Kym suggested that if she ‘could have talked about it [the self-

disclosure]’ (2) with her therapist ‘it might not still be with her’ (2). 

In contrast, Archie felt ‘a lot of eh loyalty’ (8) toward his therapist and ‘didn’t really 

want to challenge him’ (8). 

4.1.4.3 Specialness ‘only share that with me’ 

Regardless of whether the participants were discussing their positive or negative 

experiences of TSD, they all reported some sense of feeling that the information 

was very private and their therapists were ‘not telling anybody else’ (4). The idea 

that their therapist ‘didn’t freely disclose … in every session of therapy’ (1) and was 

‘just telling’ them was shared by all participants. Kym expressed how hearing her 

therapist disclose was ‘disorientating at first because I’m thinking – should you be 

telling me this?’ (2), and that she found it a ‘bit kind – of surpris[ing]’ (2). However, 

there was also part of her ‘that [felt] kind of ooh I’m really glad that he’s told me’ (2). 

For some this feeling was ‘accompanied with’ (5) a belief that their ‘relationship [with 

their therapist was] more special’ (5) or a ‘feeling of being special’ (4). 

One participant suggested it was ‘the most important thing’ (4), as it showed that 

their therapist ‘trusted’ (4) them and ‘must really believe’ (1) in them. One participant 

went on to articulate how she ‘needed that’ (4) because she ‘came from a very very 

dysfunctional family’ (4). The same participant went on to describe how her ‘father 

was – the abuser and my mother was totally unavailable’ (4). Therefore, the 

participant didn’t have a sense of ‘feeling special’ (4) either in her childhood or as a 

young adult. In her experience being made to feel special ‘was something that you 

paid back … with sex’ (4). Therefore, the knowledge that her therapist ‘cared 

enough – about’ (4) her ‘and wanted to share things’ (4) with her was invaluable.  
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In contrast, Archie reflected: 

‘I guess if I hadn’t have been a counsellor, if I’d just been – eh a client who 

didn’t have a counselling background … then maybe he wouldn’t have felt – 

eh the same freedom to share that’ (8). 

This suggests perhaps that the disclosure was possibly prompted by Archie’s 

professional skills rather than his personal qualities. However, he went on to say 

that ‘you know … maybe he could only share that with me’ (8). In addition, another 

participant felt her therapist’s self-disclosure helped her and her therapist get ‘to 

know each other’ (6), and this was echoed by Samantha who suggested that ‘there 

is an assumption as a client that ‘cause you know this great personal thing that you 

know everything about’ (1) your therapist. 

4.1.4.4 Feeling silenced and shut down: ‘the flow had gone’ 

For some participants, hearing their therapist’s self-disclosures stopped them from 

continuing with the topic of conversation that they were engaged in at the time. In 

these instances, the disclosure ‘shut down that topic’ (3). One participant found the 

experience left her not knowing ‘what to do’ (7) or ‘how to respond’ (7), ‘just 

remember[ing] sitting there almost frozen’ (7). The experience of hearing the 

disclosure was described by that participant as leaving her feeling ‘completely 

shocked’. In addition, the participant felt ‘actually it was a replication of the same 

shock I found over my father’s death’ (7). This suggested that for some participants, 

hearing the details of their therapist’s self-disclosure could potentially trigger or re-

traumatise them. 

Sarah stated that she ‘never felt able to … to talk about anything’ (7), and she 

added that she felt unable to discuss or even 

‘to touch on anything upsetting. I was so guarded with her because I didn’t 

want to upset her’ (7). 

Sarah also talked about how she believed her therapist’s self-disclosure ‘altered the 

relationship’ irrevocably (7), in that she ‘felt protective of her [therapist]’, and ‘also 

had a feeling of ‘mistrust’ (7) in her therapist’s abilities. This was similar to accounts 

provided by other participants, including Archie, who described how he felt the TSDs 

created a sense of his therapist’s ‘vulnerability’ (8). Similarly, Vicky reported how 

consequently she ‘sort of then looked after her [therapist’s] needs a bit’ (3). 
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Vicky stated how she felt 

‘quite sorry for her actually because what – happened in the process for me 

– was – the flow had gone the other way for a while. I had been – taking care 

of her needs’ (3). 

A similar experience of role reversal was echoed in the accounts of other 

participants, who described sessions that seemed to be little more than indulging in 

‘just general chit chat’ (7). Sarah explained how she would only discuss material that 

she gauged as ‘maybe a little bit upsetting but nothing huge – nothing big’ (7). Sarah 

also described how she ‘didn’t know how to get that old relationship back’ (7). 

Adding that ‘It felt like another bereavement actually’ (7). However, Sarah continued 

to attend the sessions. Similarly, Archie described his attendance after the 

disclosure as going ‘through the motions really’ (8) adding that he ‘didn’t particularly 

look forward to going’ (8). The lack of therapeutic benefit was further illustrated by 

one participant who stated that in 

‘some of the sessions... [his therapist] would talk more than’ he did and he 

would come away thinking why am I paying … for this? in a sense I felt like I 

had been more of the therapist than-than he had and yet I was paying him 

for the time’ (8). 

A second participant described thinking something similar, as she was 

‘sitting there towards the end what on earth? and even feeling that she 

should be paying me!’ (3) 

The thought of finding a new therapist seemed especially difficult for participants 

who had expressed some feelings of ‘shame’ (6; 8). One participant described how 

he ‘kind of put up with it really and got what I could out of it’ (8). In contrast, Sarah 

felt she didn’t have the trust to start over with a new therapist: 

‘after Pandora’s box had been opened – and I was in touch with emotions, I 

was left with this box wide open and nowhere to go with it. I never wanted to 

feel like that again’ (7). 
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Sarah added that it was 

‘probably – a good five, six years before I was able to trust to go back into 

therapy with anybody else. And it was just to work on that one issue. And 

erm – it really was – I was still very, very frightened even then – that I would 

end up hearing stuff I didn’t want to hear’...’I didn’t feel that I would be able to 

trust anybody else – to not – rupture that relationship leaving me feeling 

incredibly vulnerable’ (7). 

Interestingly, none of the participants who reportedly heard therapist disclosures 

which they perceived as unhelpful immediately terminated their therapy sessions. 

Sarah stated that ‘part of me still wanted to be in therapy with because I’d had a 

year of a really good relationship’ (7). However, Sarah reported that she believed 

the disclosure started to ‘signal the end’ of her therapy (7), adding that afterwards 

her therapy ‘just kind of fizzled’ out (7). Archie reflected that his therapy ‘wasn’t a 

waste of time’ (8) however, in the end he felt that he ‘just put up with it’ (8) and he 

‘stuck it out’ (8), continuing until he had a ‘certain amount of therapy … to get 

accredited’ (8). Vicky ‘continued for … about a month’ (3), and stated that she felt 

‘determined not to … give up on this’ (3), before she told her therapist ‘I’m not going 

to do this anymore’ (3). Vicky reflected on ‘the final [therapy] session’ stating that 

her therapist 

‘sat there and talked to herself for a bit about what went wrong. I was 

watching her do it and at one point she said “I certainly didn’t put too much of 

my own stuff in’ (3). 

Vicky also reported thinking at the time that ‘this has been an issue for her before’ 

(3), and she described how she felt that this was ‘one of her [therapist’s] blind spots’ 

(3). 

4.1.4.5 Having permission to disclose: ‘a very clever thing’ 

Some of the participants talked about how experiencing their therapist’s self-

disclosure gave them ‘permission to be more genuine’ (1). This was echoed by 

Kym, who suggested that ‘the fact that [he] kind of he’d allowed himself almost to 

become vulnerable by telling me’ and it ‘made it sort of – more okay for me to be 

[vulnerable]’ (2). For Charlotte, hearing her therapist’s disclosure meant that she ‘no 

longer felt that’ she ‘had to – hold’ herself ‘up and be perfect in front of her 
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[therapist]’ (6). Charlotte went on to describe this as ‘the big change’ (6). Similarly, 

Kym explained how her TSD meant she felt 

‘more comfortable in taking more risks’ and ‘confident – feeling vulnerable 

… trusting that … [she] would be met and understood’ (2). 

In addition, Samantha stated how she felt ‘in hindsight that [disclosure] was 

probably a very clever thing for her [therapist] to do’ (1), and she talked about how 

knowledge that her therapist had shared a similar experience helped her to realise 

that her therapist didn’t ‘judge’ (1) people. A similar experience was talked about by 

Kym, who described the disclosures as feeling ‘incredibly relational’ (2). Kym felt the 

knowledge provided by her therapist’s disclosure enabled her to talk about her own 

circumstances and that she was ‘obviously saying a lot more’ (2) in sessions, and 

that she didn’t ‘think [this] could have happened if’ (2) the disclosures had been 

‘completely one way’ (2). Likewise, Becca described how her therapist ‘spoke about 

… her own issues she was free-she talked about them freely’ (4). Becca said that 

she knew of people who have experienced ‘abusive situations’ and ‘domestic 

violence’ and they ‘don’t want to talk about it’ (4). However, Becca explained how 

hearing about her therapist’s experiences 

‘taught me how … it was my right to be able to talk about myself. These 

were my feelings and my experiences’ (4). 

For some participants, they discussed the experience of hearing these self-

disclosures as having been very positive in the sense that they felt ‘empowered’ (1) 

or felt ‘grounded and confident’ (5). One participant stated that it had helped ‘to 

understand the boundaries’ (5) and ‘be more mindful of what … [those] 

experience[s] mean’ (5). This suggests that hearing their therapist’s self-disclosure 

was beneficial in supporting these participants in learning how to discuss their own 

personal histories in therapy and in ‘real world’ situations in a safer and more 

contained manner, and with reduced feelings of shame. 

4.1.4.6 Questions: ‘none of my business’ 

It seems that some participants did question their therapists, and others sought to 

suppress their urge to know more information, while Sarah and Archie experienced 

only a slight increase in curiosity over time. In contrast, other participants were more 

curious. Kym for example, felt she ‘needed … more continuous self-disclosure’ from 

her therapist (2), and that she would have liked to know more about him. However, 
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Kym also reported that knowing you could ask questions and be ‘given … a real 

answer’ (2), left her feeling ‘met’ (2) and understood. She went on to express how 

this 

‘made me feel … I could ask … questions if I had any questions’, and ‘I 

genuinely didn’t ask... him [her therapist] … a lot about him[self]’ (2). 

In addition, Kym felt knowing her questions would be answered enabled her to 

 ‘be more open’ and she ‘didn’t need to be afraid of what … [she’d] said 

because’ she would have been ‘really met in that, rather than questioned’ 

(2). 

This was of particular importance to Kym, as she came to therapy with a ‘real fear’ 

(2) that her questions would be deflected and that no answers would be provided, 

and instead, she would be expected to explain why she needed to know. Likewise, 

Samantha described how she would ask her therapist questions. Samantha was 

‘kind of going back and … request[ing] lots of information’ (1) from her therapist, and 

feeling the disclosures ‘went on a while’ (1). She stated that: 

‘over the course of a few weeks maybe a few months … [she] had quite an 

in-depth disclosure from her [therapist]’ (1). 

Samantha talked about how the disclosures would ‘reassure’ (1) her, and how 

‘actually’ she felt the disclosures were about her ‘experience as well’ (1). She 

described how her therapist would give 

‘a brief enough explanation that her truth was offered to me as a valid reality 

without giving me all the detail ‘cause quite frankly it’s none of my business 

but then she would give it me back as if it was kind of a doorway for me to 

get what I needed to get to a place in my reality’ (1). 

Samantha expressed how ‘arguably some people would question’ (1) her therapist’s 

frequent and extensive use of self-disclosure: 

‘you can see how under a particular lens that could be … misconstrued’ (1). 

However, Samantha believed the disclosures were fundamental to her therapy’s 

progress, ‘without which [she] couldn’t move forward at all’ (1). In contrast, Charlotte 

described feelings of wanting to know and yet not wanting to know. In that, she 

‘suppose[d] it raised a curiosity’ (6) that she ‘had to suppress’ (6), as she ‘always felt 
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that... [she] would like to have asked more of what her [therapist’s] experience was, 

what her experience was like. Erm but never did’ (6). 

Becca had similar reaction when her ‘curiosity’ (4; 6) was raised by hearing her 

therapist’s self-disclosures. Becca described how she felt that she ‘only wanted 

certain amounts of information’ (4) and that she ‘didn’t want to know anymore’ (4) 

only that her therapist 

‘was mortal [laughter] … [she] just wanted to think that... nothing would ever 

happen to her [therapist] … because she was an important person in my life 

… So, if she disclosed too much then that would have made her [therapist] 

more real’ she didn’t feel she ‘wanted that’ (4). 

However, this wasn’t as clear cut as it seemed, and the participant described having 

very mixed feelings: 

 ‘on one hand, it was – knowing a little bit and on one hand wanting to 

know more, but not wanting to know more. ‘Sometimes that put … [her] in 

an odd place’ (4). 

Becca also talked about how she felt her therapist ‘opened the door a little bit’ (4). 

Becca explained how her curiosity was such that she felt sometimes she would 

have liked to have known ‘all that was going on’ (4) in her therapist’s life, and even 

been ‘part of that’ (4). Becca described her feeling as ‘wonderment of what’s going 

on’ (4), and she expressed some disappointment at not being ‘invited’ (4) to join in. 

Becca reported being ‘uncomfortable’ (4), and it would appear that these disclosures 

caused Becca to question the nature of their relationship: 

‘I would have to pull myself back and say well okay you’re a client, you’re not 

part of her family’ (4). 

In contrast, Archie, and Sarah expressed little curiosity during their therapy 

sessions. Archie’s curiosity seemed to emerge long after the therapy came to an 

end, he spoke about how he 

‘did look him up and his wife about a year or two ago and discovered they’d 

both passed away. And I sort of wondered what had happened to the son 

cos he’d lost obviously lost both of his parents and he would have only been 

in his early twenties I suppose’ (8). 

While Sarah’s curiosity was minimal in that she ‘met her [therapist] erm at a 

conference’ (7) and although Sarah cannot remember asking any questions, she 
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reported that they talked, it was ‘very interesting and eh she [her therapist] no longer 

practices Jungian Psychoanalysis … saying people didn’t seem to want that these 

days’ (7). 

4.1.5 Superordinate Theme 5: long-term impact 
Some of the participants reflected on how their feelings about hearing their 

therapist’s self-disclosure had altered over time. 

Table 4.6 Superordinate theme 5: long-term impact 
Participants 

 

Long-term impact 

Healing and appreciation New levels of assertiveness 

1 Samantha ü  

2 Kym ü ü 

3 Vicky  ü 

4 Becca ü  

5 Marcela ü  

6 Charlotte ü  

7 Sarah   

8 Archie ü ü 

The tick symbol in each subordinate theme column, shows that the participant contributed to the 
theme and short extracts of supporting vivo quotations are provided in the following section 

 

4.1.5.1 Healing and appreciation: ‘it was pivotal’ 

The participants who had positive experiences of TSD described these disclosures 

as ‘needed’ (1), ‘profound’ (6), ‘intimate’ (5), ‘powerful’ (2), ‘pivotal’ (8) and creating 

‘a massive shift’ (2). Kym, spoke about how a sense of healing came quite quickly 

and there ‘was a massive shift – just from the disclosure’ (2), and she discussed her 

appreciation stating that if her therapist 

‘hadn’t have said that’ she would ‘probably still be struggling … it was so 

powerful to hear him say that … a really big thing … modelling acceptance’ 

(2). 

Becca told how the disclosure ‘made me realise that – I wasn’t the only one in the 

world who had issues’ (4). Likewise, Marcela described the impact that she still feels 

‘after four years now … at times I’m still thinking about – this moment … 

the element of surprise and … and having something in common’ (5). 
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In contrast, Charlotte acknowledged that her therapist’s self-disclosure was ‘really 

really quite erm really quite small’ (6). Charlotte said that she appreciated the 

disclosure 

‘because her [therapist’s] armour had been so solid – it was the first chink 

of light I think. And erm and erm so it stands out in my memory’ (6). 

In addition, Charlotte spoke about experiencing 

 ‘two different types of disclosures. One quite small but actually had quite a 

profound effect’ and ‘one big disclosure that didn’t’ (6). 

These disclosures were from different therapists, but each of the disclosures were 

reciprocal and offered some sense of similarity. Charlotte recounted how the smaller 

disclosure was given in response when Charlotte told her therapist about a 

conversation she had with her father as a teenager and related to a short 

conversation her therapist had with her mother. Charlotte expressed how this made 

her reflect ‘this was something that we had in common’ (6). In contrast, Charlotte 

reported how the bigger disclosure ‘happened … so early on’ when they ‘in the 

process of forming the relationship’ (6) and involved Charlotte’s concerns about 

working with clients who may have a similar abuse history to her own, in response 

Charlotte remembers the therapist saying ‘don’t worry about it exactly the same 

thing happened to me’ (6). Charlotte suggested that this disclosure ‘reassure[d]’ her 

(6). Charlotte reported that the smaller disclosure had a more ‘profound’ effect, this 

may have been because the smaller disclosure was more specific and offered a 

greater sense of similarity. However, the smaller disclosure occurred when the 

therapeutic relationship had matured. Suggesting that: 

 ‘the emotional weight of a disclosure is greater if you’ve got a richer 

relationship’ (3). 

Samantha reflected that her experience of being diagnosed with an eating disorder 

and subsequently being hospitalised was ‘not that … normal’ (1). However, 

Samantha reported that her therapist’s disclosure ‘did normalise a lot’ (1) of her 

experience. Samantha expressed how she felt 

 ‘that was shocking in itself because the things that it was normalising (.) 

aren’t (.) perceived traditionally as normal’ (1). 

Samantha added that prior to her therapist’s self-disclosure she had believed her 

experience was ‘something you definitely don’t ever talk about’ (1). She also 
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remembered a conversation ‘near the end of therapy’ (1) with her therapist about 

her ‘real appreciation of what … she did for me’ (1). 

In contrast, Archie talked about how he perceived his therapist’s disclosure to have 

been ‘inappropriate’ (8), and that it ‘changed the nature of the relationship’ (8). 

Archie described how he remembered feeling ‘his [therapist’s] sadness’ and his own 

‘anger and crossness’ (8). Reflecting back on the whole experience of his therapy, 

Archie noticed that at the time of the disclosure his therapist ‘dissolved in tears’ (8). 

Archie described how the session then became ‘about’ his therapist (8), and how he 

believed his therapist was no longer emotionally available for him. However, Archie 

added that there was a ‘pivotal moment that work’ (8), and he went on to describe 

how shortly after hearing the disclosure he was ‘saying goodbye to my dad I actually 

did hug him’ (8). Archie added that ‘my dad is far more huggy’ now (8). In addition, 

Archie suggested that his therapist’s self-disclosure now offered him 

‘insight into … having children older and decreasing the likelihood of seeing 

them growing up and doing the things you know getting married’ (8). 

Archie explained how originally this therapist’s self-disclosure seemed to have 

illustrated the differences between his therapist and himself. However, as Archie 

has grown older, he stated that the disclosure has come to reflect some of their 

similarities: 

‘I mean I’m-I’m in my fifties and I suppose … I’d love still love to have a family, 

I’d love to have partner and have a family erm and but the reality is you know 

in my fifties [laughter] if I had a child now that child would have an older father’ 

(8). 

4.1.5.2 New levels of assertiveness: ‘you rather than me’ 

It would seem from the narratives that there was a split between those who acted on 

their discomfort about disclosure, and those who didn’t. Although three of the 

participants felt they were not getting the therapy they would have liked, none of the 

three mentioned this to their therapists. All three felt that hearing their therapists’ 

self-disclosure was not a sufficient reason, or ‘not enough’ (8) for them ‘to say I’m 

not going back’ (8). Vicky stated that she was ‘still doing my damnedest to be client’ 

(3) and Archie suggested that he ‘didn’t really want to challenge’ (8) his therapist ‘at 

the time’ (8). 
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In contrast, three other participants described how they subsequently ‘challenged’ 

(8) their therapist or another professional (8), when they felt were not getting the 

kind of therapy they had hoped to have received. Archie described how he 

suggested that what was being said ‘wasn’t helpful’ (8) and that he ‘just mentioned it 

by way of – things’ (8) when another professional made numerous attempts to direct 

their sessions back to a specific topic: 

 ‘he kept bringing it … back to that. I just said to him I’m really finding this 

unhelpful, I think this is your stuff’ (8). 

This was echoed by Kym who described how she ‘was talking about one thing’ (2), 

and her therapist said: 

‘are you still doing such and such? and I went I really don’t get why you’re 

asking that … I don’t see what that’s gotta do with that’ (2). 

Also, Vicky described how she was sharing something about her relationship with a 

member of her family: 

‘and my therapist said something along the lines of “ah it’s much the same 

with me … and there’s a sadness there” (3). 

Vicky remembered having the impression this wasn’t how she was feeling and 

‘sort of going into the other chair almost’ and saying, ‘I’m wondering if the 

sadness there belongs with you rather than me?’ (3) 

Vicky reported that she felt the immediate feedback she provided was instrumental 

in her and her new therapist having ‘worked through’ (3), this misunderstanding. 

Vicky added that she believed that their ‘alliance became stronger’ (3) as a result of 

her speaking up. It would appear that these participants were reluctant to have the 

focus of their therapy directed so that ‘it didn’t really fit’ (2) with what they wished to 

talk about or have the session be taken up with ‘the therapist’s stuff’ (7) to an extent 

that the session ‘was no longer … therapeutic’ (8). It seems that these participants 

were more willing to offer timely feedback to their therapists. Vicky suggested that 

following her earlier experience she has subsequently been especially careful not to 

get ‘sucked into sitting in the counsellor’s chair’ (3). 

4.1.6 Superordinate Theme 6: meaning making 
Meaning making is a term widely used in constructivist approaches to counselling 

psychology and psychotherapy research, and here it relates to the ways in which 
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the participants have attributed some sort of meaning to the experience of hearing 

their TSDs. 

Table 4.7 Superordinate Theme 6: meaning making 
Participants 

 

Meaning making 

Guilt and blame Professional outlook 

1 Samantha  ü 

2 Kym  ü 

3 Vicky ü ü 

4 Becca  ü 

5 Marcela  ü 

6 Charlotte  ü 

7 Sarah ü ü 

8 Archie ü ü 

The tick symbol in each subordinate theme column, shows that the participant contributed to the 
theme and short extracts of supporting vivo quotations are provided in the following section 

4.1.6.1 Guilt and blame: ‘I’ve broken her’ 

Only Samantha explained how she perceived it to be her ‘therapist’s job’ (1) to 

ensure that she used self-disclosure infrequently and thoughtfully. Unprompted, 

three participants felt they ‘must have made … [the disclosures] happen’ (3), 

believing that their material ‘harmed’ (7) the therapist or was the catalyst for the 

therapist becoming ‘in touch with his stuff’ (8). Vicky illustrated this point by 

expressing her belief that 

 ‘in the way … I must have been evoking it in her, so she began disclosing 

more and more she was telling me about training she’d been on, about 

courses’ (3). 

Vicky elaborated on this belief that she played an important part in bringing about 

her therapist’s frequent disclosures: 

‘I’m pretty sure I had a very strong role in making that happen, it’s a defence’ 

(3). 

Vicky added that her feelings of responsibility for the disclosures was accompanied 

by 

 ‘[a] lot of self-blame … because I believed that by going into that defensive 

mode I’ll become the good listener – in a therapy session I blocked her from 

being able to be the therapist. So, I blamed myself’ (3). 
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Sarah also described how she felt her therapist’s self-disclosure was her 

responsibility and reflected that she could ‘have handled it quite differently’ (7), and 

‘stopped her [therapist] as soon as she started to disclose’ (7) Sarah reported 

feeling that if her own training had been further along she ‘would have seen what 

was coming’ (7) and she would have been ‘more … directive’ (7). More surprisingly, 

Sarah described how she could ‘remember having the thought “I’ve broken her”’ (7). 

Sarah believed that as a consequence of discussing the details of her father’s death 

she may have unwittingly ‘harmed’ (7) her therapist, by causing a re-emergence of 

the therapist’s grief. Sarah suggested this may be a ‘common issue’ (7) and added 

that she thinks that 

 ‘a lot of people are terrified of either breaking their therapist or 

overwhelming them with their stuff’ (7). 

This was also somewhat suggested by Archie who said that his ‘stuff around … [his] 

father put ... [his therapist] in touch with his stuff around his son’ (8). Therefore, 

suggesting he somehow facilitated his therapist’s self-disclosure process. 

4.1.6.2 Professional insight: ‘the value of it’ 

Regardless of whether the participants had positive or negative experiences of TSD, 

there was sense that as therapists themselves these experiences had ‘taught’ them 

‘a lot’ (2). Kym suggested initially she 

 ‘started to think – is [disclosure] something that I’m not using that could be 

potentially be helpful’ (2). 

Kym also added that 

‘as I experience more self-disclosures from my counsellor the more I was 

able to do it myself in a way that I was still being very careful’ (2). 

Similarly, Becca described how her therapist modelled how to use TSD in a 

‘boundaried’ (4) and ‘helpful’ (4) way, and how this was beneficial to her as a 

practitioner: 

 ‘[I] learned a lot … prior to my own therapy I would have had a 

very hard time with the self-disclosure. I think … it would have 

slipped out somewhere along the line that oh yes, I lived with a 

man for all these years and he was – a batterer and he hit my 
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children … I would have just been saying anything that I wanted to 

say’ (4). 

Likewise, Marcela stated that: 

 ‘therapy helped me to grow up as a professional as I think eh I became 

more confident with using self-disclosure. I experienced it in the therapy I 

understood the value of it’ (5). 

In contrast, Sarah, who earlier described her negative experience of TSD, 

suggested she ‘learnt a lot about not disclosing when it’s your stuff’ (7). In addition, 

Sarah’s shared how she thought her experience helped to shape her belief that 

‘any disclosure has to fit within that sense of being there fully for the client’, 

so that client can ‘feel contained, secure and held’ and be ‘able to trust the 

process or feel confident’ (7). 

Some similar ideas were offered by Kym, who also had a negative experience of her 

therapist disclosing. Kym explained how at the start of her career she ‘wasn’t sure’ 

(2) she ‘would ever disclose’ (2) to her clients. Later in the interview, she did report 

that she eventually used TSD in her work. However, her disclosures were preceded 

by her saying ‘I don’t know if this is helpful or not’ (2). Kym talked about how she felt 

this statement as an introduction to her disclosure was important in ensuring the 

client knew it was about them and that she ‘didn’t want to be taking over’ (2) the 

session or to ‘say something major and end up causing any issues’ (2) for her 

clients. 
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4.2 Discourse analysis 
This study has utilised analytical pluralism, based on the premise that “a data set 

can tell us about a number of different things, depending on the questions we ask of 

it” (Willig, 2013, p. 19). Section 4.2 will present the findings of the second half of the 

analysis: DA of the interview transcripts of eight clients’ reported experiences of 

TSD. 

Here the question to be explored was how, after the variety of experiences as 

clients, did the participants construct their own use of self-disclosure as therapists. 

The interviews were transcribed initially by a transcription service, and then all 

extracts that related to the secondary research question were developed towards 

standard Jeffersonian form (see appendix 3; Jefferson, 2004). The analysis worked 

with the combination of digitised recordings and the transcripts, following the 

procedures suggested in Potter and Wetherell (1987), as outlined in the 

methodology chapter. The findings of this part of the analysis are presented in 

participant order (see table 1, page 57). The rationale for this is that the different 

discourse practices for each participant could be assessed individually, and also for 

compatibility of synthesis with the IPA findings at a later stage. 

The findings support the premise that all talk is performative in that people use 

language to do things and achieve interpersonal goals, for example persuading, 

blaming, justifying or accusing, however, these activities are not always explicit. 

What people say varies according to the situated nature of the talk, and the context 

of where they are and whom they are speaking to. It is acknowledged, therefore, 

that for all participants in this research project, their utterances were produced in 

response to specific questions asked by the interviewer. 

4.2.1 Samantha 
Table 4.8 shows the responses from participant 1 in reply to the interview question 

‘What’s your stance, personally on therapists’ self-disclosure?’ Here, Samantha 

orientated to the nature of being interviewed, where explaining and justifying were 

expected. Extract 1 was taken from the start of the interview, in which Samantha 

was exhibited a social action of justifying her stance on TSD. 
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Table 4.8 Extract 1, Participant 1, lines 28–36 
1 Interviewer yeah (.2) what’s ↑your stance personally ↓on therapists’ self-disclosure 

2 Samantha .hhhh that’s a good question ‘cause my ↑feelings about that have changed ↓recently 

3 Interviewer Yeah  

4 Samantha (.4) I::: (.2) ↑I obviously speak very openly about my (.) personal experience in training 
contexts = 

5 Interviewer [mm-mm] 

6 Samantha (.) and I have n:::↑ever (.2) <disclosed to a cli:ent> (.) anything until I was confronted with 
one 

7  re:cently  

8 Interviewer mm: 

9 Samantha um (.2) because I always felt (.) I sh:::ould ↑keep that separate 

To explain her stance on TSD, Samantha constructed a flexible narrative that was 

temporally and contextually located. In line 2, she did this temporally by stating that 

her position had changed over time ‘my feelings about that have changed recently’. 

Samantha thus presented herself in a favourable light, she complimented the 

interviewer on her question (Line 2) and expressed views that were aligned with 

professional thinkers within the therapy profession which communicated her 

competence as a practitioner (L6 and L9). 

One way that Samantha secured her version as factual was through her category 

entitlement as ‘expert in matters of therapy’ by elliptically referring to her role as a 

counsellor trainer in line 4 ‘personal experience in training contexts’. Category 

entitlement is a common rhetorical device that is frequently employed in order to 

enhance the authority of claims though the speaker’s position, as a person with 

assumed personal experience (Coulter, 1991; Jayyusi, 1984; Sacks, 1992). As a 

consequence of entitlement, their reports are typically not subjected to scrutiny 

(Whalen & Zimmerman, 1990). Certain categories of people are treated as 

knowledgeable on specific topics, and subsequently may be expected to think and 

feel in certain ways. A therapist is treated as entitled to know about TSD, and a 

person who had experienced TSD as a client would also be knowledgeable in this 

subject. Therefore, as Samantha had been a member of both categories, she could 

draw upon these repertoires as an expert, invoking her category entitlement to make 

her report less likely to be questioned, and more likely to be accepted as factual. 

The extract continued with an example of a rhetorical device called a contrast 

structure (L4–L6). Whereby a description of a behaviour is preceded by a statement 

which supplies the instructions for seeing the behaviour as anomalous (Smith, 



113 

 

1978). In lines 4 to 6, Samantha offered a contrast between her use of self-

disclosure in a training context, and her use of self-disclosure in a therapy setting. 

The contrast structure is derived from the contradiction between the two parts ‘↑I 

obviously speak very openly about my (.) personal experience in training contexts (.) 

and I have n:::↑ever (.2) <disclosed to a cli:ent> (.) anything’ (L4–L6). This 

statement served to delineate differences in context whereby disclosure might be 

more or less appropriate in training as opposed to therapy itself. This statement was 

prefaced by the word ‘obviously’ (L4), which is a rhetorical device used to indicated 

that the proposed version is more correct than any potential alternatives (Potter & 

Wetherell, 1987). Samantha constructed this statement as factual, expressing no 

vested interest in either the disclosing or the non-disclosing camps. Factual 

constructs often require the speakers to be positioned as unbiased (Potter, 1996), 

as to be seen to be ‘doing’ a straightforward description of events can increase the 

credibility of their accounts (Edwards & Potter 1992; Potter & Edwards 1990). 

Samantha presented her case emphatically, stating that she “n:::↑ever” disclosed 

‘anything’ to a client (L6). These types of descriptions are known as ‘extreme case 

formulations’, a term coined by Pomerantz (1986). A common feature of all extreme 

case formulations is that they are semantically extreme, evoking the maximal or 

minimal properties of an object, person, or situation (Sidnell, 2004). Here, Samantha 

made an extreme claim about self-disclosure that she ‘n:::↑ever’ disclosed 

‘anything’. The contrast is set between speaking openly in training contexts, but 

‘n:::↑ever’ disclosing to a client. Using an extreme case formulation in this context 

can be seen as a type of hyperbole whereby the account is impervious to criticism 

and doubt. 

However, extreme case formulations are by their very nature thought of as factually 

brittle, in that they can be challenged and often refuted by offering a single 

exception. Antaki and Wetherell (1999), and Edwards (2000) noted that speakers 

often offer a ‘softener’ or less extreme statement to counteract the overstated nature 

of the original claim and therefore pre-empt potential challenge. In this example, this 

use of softening can also be seen. Following the extreme case formulations of 

‘n:::↑ever’ and ‘anything’, Samantha offered the softener of ‘until I was confronted 

with one re:cently’ (L6; L7). This added statement managed her claim’s vulnerability 

to being refuted by virtue of making reference to recent events. By implication, her 

extreme case formulation is subtly downgraded by the introduction of the recent 

exception. By doing so, this actually made her account more robust rhetorically as a 



114 

 

result of it not being as easy to refute by citing counterexamples. The original 

statement of non-self-disclosure was then upgraded and given greater emphasis by 

providing an account in the form of ‘because I always felt (.) I sh:::ould ↑keep that 

separate’ (L9). 

By presenting the strongest possible case using extreme case formulations matched 

with a softener, the rhetorical devices served to add credibility and deflect potential 

criticism away from Samantha’s descriptions of her lack of disclosure in her 

therapeutic work. The contrast presented between Samantha’s non-disclosing and 

disclosing suggested that she was reporting neither behaviour as enduring 

personality traits, they were presented as stances relating purely to the specific 

contexts of her professional work. Samantha was ‘doing’ the social action of 

persuading the interviewer of the legitimacy of her disclosing in certain 

circumstances (as a trainer) and non-disclosing in other situations (as a therapist). 

Table 4.9 Extract 2: Participant 1, lines 37–47 

1 Interviewer Yeah (.) s::o  

2 Samantha um:: unless (.) unless they nee:ded it >for some reason then obviously< somebody 

3  confronting me >I’m not gonna I’m not gonna not ↓li::e to you about it if you’re asking me 
I’m gonna 

4  be honest 

5 Interviewer so they asked you [direct <question>] 

6 Samantha [>yeah they asked directly < yeah (.2) uhuh (.) she caught a >little bit< off guard but  

7  ↑a::ctually it’s turned out (.) that for them it’s been really helpful they’ve dise:n↓gaged (.) 
with 

8  services for= 

9 Interviewer Mm: 

10 Samantha =donkey’s years (.) <and (.2) because I offered that (.) I offered that answer she decided 
to to 

11  engage [with me 

In this extract, Samantha gave her account of an event where she actually used 

disclosure with a client. When offering an account, people need to find a way of 

accounting for the event, and this often involves both defensive and offensive 

rhetoric (Potter, 1996). Whereby, offensive rhetoric works to undermine possible 

alternatives, and the use of defensive rhetoric serves to ward off discrediting and 

undermining of the speaker’s account. An example of defensive rhetoric was 

illustrated by the justifications Samantha expressed around being truthful and 

transparent as a therapist, she stated that ‘I’m not gonna not ↓li::e to you about it if 
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you’re asking me I’m gonna be honest’ (L12 and L13). The choice of the term 

‘honest’ was interesting in that it constructed a positive subject position for 

Samantha as a therapist who was sincere, open, and honest. Later in the extract, 

Samantha reported that the disclosure had ‘been really helpful’ (L16) and described 

how her client had ‘decided to to engage’ (L20) with her in therapy. These 

justifications worked by implication, in that those in opposition to Samantha’s view 

could be seen to be in opposition to interventions deemed as honest and of benefit 

to the client. In addition, being honest, engaging and helpful are all normative 

expectations of someone in the category of ‘therapist’. Additionally, recognising 

when her client was engaged in the therapeutic process and providing interventions 

that were helpful are also desirable behaviours for a therapist. The category 

entitlement of therapist helped to position Samantha as being a conscientious, 

honest and hardworking professional who had given her best despite very difficult 

circumstances. 

Samantha introduced the theme of her using TSD with a connecting ‘but’ when she 

stated ‘she caught me a >little bit< off guard but ↑a::ctually it’s turned out (.) that for 

her it’s been really helpful’ (L15 and L16). This rhetorical device was discussed 

within van Dijk’s work on racist discourse and was termed as the ‘give and take’ 

between the negative and the positive comments, where the strategy highlighted the 

tensions between conformity in polite conversation and the open expression of 

racist views (van Dijk, 1984). The same strategy was evident when Samantha 

initially expressed views in line with current training and research ‘but’ later 

expressed her own evaluation of the experience. Thus, two contrary ‘linguistic 

repertoires’ were being expressed within the same two-handed statement (van Dijk, 

1984; Billig et al., 1988). Linguistic repertoires are best described as summary units 

or building blocks used for constructing versions of actions, events, cognitive 

processes, or other phenomena (Potter & Wetherell, 1988; Potter & Litton, 1985). 

Often, linguistic repertoires are organised around metaphors or figures of speech 

(tropes). By drawing upon these specific repertoires, Samantha accounted for the 

same event in two different ways. Therefore, suggesting that this ‘give and take’ 

may be deployed in situations other than racist discourse, where the goals of self-

presentation and self-expression may sometimes be in conflict, and there is a need 

for honest expression to be managed to mitigate negative social evaluation. 

In line 10 of the extract, Samantha used the idiomatic expression ‘donkey’s years (.)’ 

(L10) to describe how long her client had been out of therapy, rather than a more 
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literal expression such as quite a long time. The use of idioms is claimed to carry 

more rhetorical force than more literal expressions (Potter, 1996b). Therefore, its 

use in this context served to emphasis the benefit to the client that Samantha had 

indirectly attributed to her disclosure, and therefore, also served to strengthen her 

justification for her use of this intervention. 

The following extract showed the same participant’s responses in reply to the 

question, ‘Would your stance have been the same if you worked at a different 

organisation?’ Here Samantha was accounting for her use of TSD.  

Table 4.10 Extract 3: Participant 1, lines 68–100 

1 Samantha (.) I think I probably would have responded the same (.) but I think that might 
have  

2  been (.) ↑frowned upon (.)= 

3  Interviewer yeah 

4 Samantha =by the powers that be (.) and the the [organisation name] if they had found out 

5  because realistically they are not sat in the therapy room u:m (.) whereas being 
in  

6  private practice obviously gives me the freedom 

(13 lines omitted) 

7 Samantha done it in private practice ↑I felt weird about it afterwards (.) it feels like (.) I’ve 

8  never done that before why did I do it today (.) what was that about and 
obviously I 

9  went to supervision with it.hh (.) supervision-supervisor said ↑yeah o:kay fine  

10  ha[ha carry on] 

11 Interviewer the world didn’t end  

12 Samantha Hah:: 

13 Interviewer so there’s a ↑sense that you: wouldn’t have taken that to 
<supervision↓maybe>.hh 

14  within [an organisational] ↑sett↓ing 

15 Samantha U:::m if my s:u::pervisor had (.) h:ad a manage:rial (.) position to me then no 
probably  

16  not (.).hh I was in a lucky po:s::ition that I: was the o:nly counsellor in [name] 
team  

17  so I had an external supervisor so that.hh would have protected me from the 
scenari↓o 

18 Interviewer yeah:::  

19 Samantha    =if my supervisor had had a managerial responsibility for me I don’t think (.2) I 
would 

20  have thought better of it  

From the outset, Samantha avoided direct reference to the potential for her 

disclosing behaviour to be viewed as problematic within an organisational setting. 
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Instead, Samantha offered an oblique reference to ‘↑frowned upon=’ (L2) by ‘the 

powers that be’ (L4). The idiomatic phrase, ‘the powers that be’ was used to refer to 

those individuals or groups who collectively held authority over the therapeutic 

services where Samantha had previously been employed. The use of this figurative 

language amplified the message Samantha was trying to convey. Potter (1996b) 

suggests that figurative speech adds rhetorical weight to the claim being made. 

Samantha focused her talk on those individuals who held managerial 

responsibilities, and this moved the focus away from her disclosure, and thereby 

downgraded the significance of her actions. This form of account mitigates by way 

of an excuse what was seen as the potent external cause for the problem (Semin & 

Manstead,1983; Potter & Wetherell,1989). In this version, then, Samantha did not 

want to be ‘↑frowned upon=’ (L2), but the views of the management meant 

Samantha had little option if she was going to answer her client’s question. The use 

of the two idiomatic phrases embedded implications about the response her 

disclosure might have elicited from the managerial staff. However, throughout this 

extract, it is important to mark what Goffman (1981; in Levinson, 1988) called 

‘footings’, that is, the ability to differentiate when a person is speaking ‘for herself’, 

or, in contrast, reporting the views of someone as rendered into talk by another. For 

example, eavesdropping, overheard, surmised, direct address and so forth. 

Elaborate systems like these are necessary so that the speaker can manage 

inferences about their accountability when making descriptions. Footings are an 

attempt to produce reports that originate outside of the interests and desires of the 

speaker, and if the claim can be seen as potentially problematic, the speaker can 

avoid the negativity associated with the claim, by the very fact that the claim was not 

their own. 

Interestingly, although at face value this extract appeared to be Samantha admitting 

to having done wrong, the a priori assumptions underlying this apparent admission, 

were that the ‘the powers that be’ are busy managing and may have very little face-

to-face client experience and their work prioritises the needs of the organisation 

above the needs of the clients. Therefore, giving these individuals very little 

category entitlement, and consequently, reduce the authority of their stance against 

the use of TSD serve to make their reported version less convincing. The embedded 

implication of the phrase ‘↑frowned upon’ presented an inexplicit description of a 

weak form of disapproval. The two idiomatic phrases can be seen to have 

undermined the reported alternative account of the managers, and therefore 
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reduced Samantha’s perceived accountability for the use of self-disclosure as a 

therapist working for an organisation that would disapprove of her doing so. 

Samantha expressed that ‘if they had found out because realistically they are not 

sat in the therapy room u:m (.)’ (L4 and L5), which implied that Samantha did not 

find her use of self-disclosure easy to admit. She implies a perception that this 

intervention would have been unacceptable to the management at her previous 

place of employment. Therefore, it would seem that even if someone had believed 

that the use of TSD was effective and widespread, if their working environment was 

not supportive of its use, they could not be seen to be utilising disclosure 

themselves. Consequently, the implication is that for some, their use of therapist 

self-disclosing should remain invisible. This was illustrated when Samantha 

expressed she would only receive disapproval from the managerial staff ‘if they had 

found out’ (L4). In this extract (L1–L6), the strength of Samantha’s argument lay in 

the implicit contrast between the work of large organisations, that were presented as 

more policy-driven, and working in private practice. In contrast she stated, ‘whereas 

being in private practice obviously gives me the freedom’ (L5–L6); implying that 

such ‘freedom’ enabled her to prioritise the clients’ individual needs above generic 

policies. 

The retrospective account of Samantha, stating ‘I felt weird about it afterwards’ (L7) 

offered a construction of Samantha’s emotional response after making the 

disclosure. This does not just build the reality of her emotions, it implied that the 

event was extraordinary and unusual. Samantha positioned herself as a reflective 

practitioner when she posed a whole host of questions about the disclosure. This 

was followed by the statement that she ‘obviously’ took this to supervision; the use 

of ‘obviously’ suggested that this was the most appropriate action for a 

conscientious and reflective practitioner in these circumstances. This serves to 

illustrate how talk is inherently rhetorical (Billig, 1997) and as such descriptions are 

often designed to counter potential alternative versions (Edwards & Potter, 1992; 

Potter & Wetherell, 1987). 

Another method of securing a version as factual is to produce the agreement of a 

reliable witness (Potter, 1996). The consensus of a third-party expert in reports 

provides corroboration of the position being taken by the speaker (Heritage, 2012). 

The use of this rhetorical device can be seen in lines 9 and 10, where Samantha 

offered epistemic corroboration, referencing her supervisor as a third-party expert. 
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The rhetorical power of this epistemic corroboration was that it presented a case 

that the supervisor supported the actions taken by Samantha. Through the reported 

speech of her supervisor, it was proposed that her work was ‘o:kay’ and that the 

disclosure was ‘fine’ and that the work should ‘carry on’ (L9; L10). These responses 

supported Samantha’s claim and reduced any potential for her to be seen as 

accountable for making an ill-advised, in-the-moment self-disclosure. Samantha 

used the reported speech of her supervisor to manage elements of fact and interest. 

Fact and interest refers to the construction of descriptions that are both factual and 

also seek to present the speaker in a positive light while demonstrating no vested 

interest in the outcome. Having an interest or stake in the outcome is often used to 

refer to what might be protected or at risk for the speaker. Rather than seeing this 

as motivated, it is important to examine how motivations and biases are displayed in 

people’s accounts (Edwards & Potter, 1992). In this extract, what is at stake for 

Samantha is the possible interpretation that her self-disclosing behaviour was 

problematic. The way Samantha managed her identity as a good therapist, who’s 

interventions were not problematic was to reproduce a plausible account from her 

supervisor. The reported speech of the supervisor was brief, in that only four words 

were offered, and the reaction was presented was mundane or ordinary. That is, the 

non-reactive response from the supervisor implied that the disclosure seemed to be 

something she immediately saw was ordinary rather than problematic. The 

ordinariness of the account added to its plausibility, in that, it lessened the 

perception of Samantha’s stake and interest, and was presented as a factual 

version of events. These descriptive practices illustrated the subtle influences of 

epistemic corroboration, category entitlement, and interest management when 

deflecting accountability. 

Later in the extract, in answer to the question ‘so there’s a ↑sense that you: wouldn’t 

have taken that to <supervision↓maybe> within [an organisational] ↑sett↓ing’, (L13) 

Samantha expressed that this would not be something she would have discussed 

with a supervisor who had a dual managerial responsibly over her. In contrast, 

Samantha reported that she had been in a ‘lucky po:s::ition’ (L16) in that, she was 

the only counsellor with an ‘external supervisor’. The use of the term ‘lucky’ 

suggested that external supervision was valued, also that the situation was arrived 

at by chance, rather than worked for or requested. In comparison, the implication 

was that having your line manager for supervision was thought of as something to 

avoid and to be kept safe from. This was evident from Samantha’s statement of 
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being ‘protected’ (L17) from the scenario of having supervision with her line 

manager, which obliquely suggested that, in those circumstances, discussions 

around ideological dilemmas within practice could have untold punitive 

consequences. Implying internal supervision was perceived as potentially injurious 

by nature. 

It has been suggested in DA literature that generally, people are not are working 

from a consistent set of beliefs or attitudes; instead, there are shifts and fluidity, 

made between arguments from principle and practice (Litton & Potter, 1985; 

Wetherell et al., 1987). This was illustrated where Samantha had shifted position 

from ‘obviously’ going to supervision to ‘no probably not (.)’ as she expressed that 

she ‘thought better of it’ (L20). This is similar to what Wooffitt (1991) described as ‘I 

was just doing X … when Y’ which is a two-part rhetorical device developed from 

the work of Jefferson (1984). Wooffitt described how, through the use of this device, 

people presented their initial, but latterly understood to be incorrect first thoughts, 

before reporting how the event transpired to be. In the first thoughts (the X), the 

account would be offered with conspicuous blandness as routine or mundane, 

portraying the speaker as essentially normal, as opposed to the type of person who 

would see the world as unusual, difficult or problematic. Jefferson (1984) called this 

the ‘normalising’ device, that would be followed by the Y description of the speaker’s 

first awareness of or encounter with the particular phenomena. This device identified 

by Jefferson (1984) often occurs when there is a small likelihood of the version of 

events receiving an unsympathetic response. Here Samantha’s ‘obviously I went to 

supervision with it’, contrasted sharply with the story that followed. The first part of 

the construction of ‘doing being ordinary’ (Sacks, 1992; Wooffitt, 1991; 1992), is a 

culturally available resource, that lends credibility to the account. Thus, Samantha 

was making use of a linguistic device which presented her as an ordinary therapist 

taking part in the ordinary activity of supervision. This was followed by the Y 

description, where Samantha reported her awareness of the potential problems that 

could arise if she brought the details of her self-disclosure to supervision within the 

organisation. The deployment of this rhetorical device sought to mitigate any lack of 

sympathy she perceived she could have potentially faced from the interviewer when 

she recounted the disapproval of her managers. 

4.2.2 Kym 
The same question ‘(.) what is your ↑sta::nce on self-disclosure(.) person↓ally in 

your work?’ was posed to another participant and her responses are displayed in 
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Extract 4. The participant utilised the reported speech of others when performing the 

social action of defending her position. 

 Table 4.11 Extract 4: Participant 2, lines 27–76) 

 

In her response to the question in line 3 that explicitly asked about her own personal 

views on TSD, Kym stated ‘I’ve got mixed reviews about it’. In addition to changing 

the epistemic footing from her own views to those reported by others, Kym hedged 

her answer by using the word ‘mixed’. In the interview situation where it is unclear 

what the ‘correct’ or professionally appropriate answer might be, the word ‘mixed’ 

combined with the change of footing serves to offer the answer which is 

conditionally relevant after the production of a question, while avoiding claiming a 

particular position on the issue. This is similar to the fragmentation described by 

Billig (1991), who suggested that people do not work from a consistent set of beliefs 

or attitudes, rather they use a kaleidoscope of common sense, as their attitudes shift 

from principle to practice (Billig, 1991; Litton & Potter, 1985; Wetherell, Stiven & 

Potter, 1987). Rather than immediately providing her own view, the participant 

1 Interviewer Okay(.) yeah(.) do you think (.) what’s your ↑sta::nce on self-disclosure (.) person↓ally 
in your 

2  work 

3 Kym (.) Erm (.) I’ve got mixed reviews about it because I’ve ↑ heard people say “I had 
therapy”(.) ↓ 

4   >when I bring up(.) the the idea of therapy self-disclosure< and “I ended up counselling 
the 

5  counsellor” (.) err and “all the counsellor did was talk about themselves” 

6 Interviewer Mm 

7 Kym But (.) cos <I had a really p::ositive experience> (.)from my counsellor,(.) in the way he 
used it  

8  because he was quite c::areful with it<(2)erm I::I really kind of(.) yeah(.) I’m really 
interested in it  

9  and (.) erm(.)quite passionate about people maybe↑ exploring, not necessarily doing 
it↓(.) but  

10  (.)↓ exploring the idea of using it↑ 

(37 lines omitted) 

11 Kym and then at one point I did the (1) training for [organisation’s name](.) > although I didn’t 
go on  

12  to volunteer for them<(2) and (.) there >you were told you should never self-disclose(.) 
even if a  

13  cl::ient asks y::ou outright if you have had a bereavement< ↑you must not (.) share 
that↓ 
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positioned herself as reporting the voices of others by saying, ‘I’ve heard people 

say’. Kym referenced people who have ‘had therapy’ (L3) as third-party experts, 

their experiences as clients thus enhancing the authority of her claim. Speakers with 

relevant knowledge and/or experiences are treated as having credibility to present a 

version from their expert stance (Heritage, 2012). 

Quoting what others have said is a rhetorical device referenced in the literature as 

reported speech. There are two particles of reported speech in lines 4 and 5 

(represented in inverted commas). Reported speech is usually prefaced by a third-

party reference, such as, he, she or they said (Wooffitt, 1991; 1992). It has been 

suggested that the addition of reported speech serves to authenticate the validity of 

the claim (Wooffitt, 2001). In lines 4 and 5 Kym used reported speech to describe 

how one client she had spoken to said that after TSD ‘I ended up counselling the 

counsellor’ (L4–L5). Next, she reported that another person had told her “er and all 

the counsellors did was talk about themselves” (L5). These incidents were 

described in such a way as to have the interviewer see the counsellors’ culpability, 

by implying some need for corrective intervention. Reporting the apparently 

corrective intervention of ‘counselling the counsellor’ (L4–L5). positioned the 

counsellor in breach of a professional code about self-disclosure, by positioning the 

client as needing to step out of their mode of being counselled after their counsellor 

had made a self-disclosure. 

The rhetorical device of extreme case formulation in the use of ‘all’ in the reported 

speech ‘all the counsellor did was talk about themselves’, proposed regular, 

frequent patterns of behaviour, where no therapy was provided by these 

counsellors. Kym constructed the use of TSD as unacceptable and wrong. Within 

the reported speech of these clients ‘systematic vagueness’ was used in that their 

stories had been condensed into one vague universal formulation. Such 

formulations present enough material to create the statement, but with a lack of 

detail that guarded against the possibility of the claim being disputed by other 

parties (Stancombe & White, 2005). The statement portrayed a general reaction that 

belonged to no one in particular, in that it was formulated as the reaction of them all 

(L3–L5). The logic being that if the people Kym reported hearing had each felt they 

had similar negative experiences the intervention could be perceived as 

therapeutically unhelpful. 
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Later in the extract the ‘softener’ (Antaki & Wetherell, 1999; Edwards, 2000) of a 

positive experience was given, serving to ward off the potential for Kym’s extreme 

case formulation to be seen as factually brittle and the possibility of her account 

being refuted by problematising the degree to which ‘all’ served as valid or accurate 

measure of the proportion of the counsellor’s talk that was ‘about themselves’ (L5). 

In contrast to the reported experience of others, Kym positioned herself as a 

satisfied client, ‘I had a really p::ositive experience> (.) from my counsellor,(.) in the 

way he used it’ (L7). When introducing the theme of her positive personal 

experience of TSD, Kym used the word ‘but’ (L7). This ‘on the one hand’ and ‘on the 

other hand’ strategy (van Dijk, 1984; Billig, 1982; 1987) highlighted the ideological 

dilemma whereby Kym viewed disclosure from opposing standpoints and expressed 

her awareness of the consequences from both perspectives. Although Kym 

expressed having a ‘really p::ositive experience>’ (L7), she added an account 

immediately after this claim in the form of ‘because he was quite c::areful with it’ 

(L8). This account bolstered the positive attributes of her therapist and implied that 

the helpful aspects of using disclosure were reliant on careful consideration. 

Therefore, Kym was not espousing the blanket use of disclosure, rather she 

suggested it was positive experience for her because certain conditions of caution 

were met. This counteracted the claims of those reported clients who had fewer 

positive experiences. These accounts were not provided merely as alternative 

descriptions of the use of TSD; rather, they were perspectives that were 

ideologically opposed and potentially prescriptive of appropriate therapist conduct 

for the emotional well-being of the client. 

In the next few sentences Kym positioned herself as a reflective practitioner and 

sought to differentiate between engaging in reflective conversations and being 

actively engaged in disclosing practice, by stating that she was ‘erm (.) quite 

passionate about people maybe ↑ exploring’ TSD, adding that this did not entail 

‘necessarily doing it↓(.)’ (L9). This implied that she was interested, and 

recommended others should be interested in the theoretical aspects of having 

conversations about disclosure as opposed to actually using it. Therefore, Kym 

managed to exhibit what she perceived was the necessary enthusiasm for the 

research project, and the importance of the topic as a practitioner, while maintaining 

her non-disclosing stance. 

In the latter part of the extract (L12–L13) Kym somewhat vicariously indicated her 

own position on the matter by using further reported speech of expert others; the 
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trainers at a named counselling organisation. Kym reported the organisation’s 

position was not to use TSD under any circumstances, even if a client had made a 

direct request for information. It can be argued that the use of the reported speech 

phrases ‘there >you were told you should never self-disclose (.)’ (L12) and ‘even if a 

cl::ient asks y::ou outright’ and ‘you must not (.) share’ (L13), served to authenticate 

the validity of the claim, and supported Kym’s reasons for taking a non-disclosing 

stance. Wooffitt (2001) reasoned that the use of reported speech can often fortify 

the rhetorical task. Additionally, Kym provided specific details that related to the 

organisation’s guidelines for the use of TSD. DA literature has highlighted how the 

use of detail in talk is a well-established rhetorical device to aid in presenting 

accounts as authentic and factual (Potter, 1996). Throughout the extract, Kym 

utilised reported speech and the use of details to add credibility and authority to her 

account implying the social action of defending her stance as a non-disclosing 

therapist, while managing to show polite and active interest in the research topic. 

4.2.3 Vicky 
In the next extract, Vicky legitimised her position as a disclosing therapist. Here the 

social action of ‘doing’ justification was illustrated through the use of the discursive 

resources of detailed examples and systematic vagueness. 

Table 4.12 Extract 5: Participant 3, lines 43–90 

1 Interviewer what (.)what’s your stance on therapist – self-disclosure? 

2 Vicky Well it’s evo::lved and become more flexible(.) way you become more flexible about 
everything  

3  [laughter] 

4 Interviewer [laughter] 

5 Vicky But (.)er (.) yeah (.)but err ↓it’s-it’s got to be entirely contextual↑ (.) with the person you’re 
working  

6  with(.) and you’ve got to get a sense of how they might respond(.) and how it might affect 
them(.) 

7  <and if you ↑do disclose, it’s clearly> got to be in their interests↓ 

(24 lines omitted) 

8 Interviewer Do you think (.) your stance (.) would alter ↓depending on setting↑ 

9 Vicky Yes I think it would (1) and I think it does(.) in terms of ↑my work↓ (.)because as well as 
(.) I’ve  

10  got (.)a couple of people(.) who have been with me for ↑many years↓ (.)basically were 
working  

11  in a more Psychodynamic relational way (1) and I get sent <people from EAPs (.) that I’ve 
got  

12  six sessions with>= 
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Vicky presented TSD as being ‘entirely contextual↑ (.)’ (L5), using an extreme version 

of the claim by using the word ‘entirely’. The claim about contextuality strengthened 

her position as a disclosing therapist who offered therapeutic interventions that were 

directly linked to her client’s needs. Accounts often contain constructs that imply 

finely tuned knowledgeability, this knowledgeability is less related to the traditional 

conceptions of propositional knowledge and more a situated ‘sense’ of what is right 

in this situation (Potter & Hepburn, 2003). Knowledgeability can be deployed within 

discourse to give a privileged or warrantable status to certain claims. In lines 6 and 

7, Vicky’s claims to knowledgeability were presupposed, in that she possessed 

category bound knowledge as a therapist. Consequently, she displayed that she 

had a sense of how her clients might respond to TSD and how things might affect 

her clients. Therefore, Vicky positioned herself as talking from a position of an 

intuitive therapist. Rather than recommending that therapists were freely disclosing, 

Vicky qualified the use of disclosure by stating that it was acceptable providing 

certain conditions were met; ‘you’ve got to get a sense of how they might respond 

(.), and how it might affect them (.)’ (L6). The use of softer phrases such as ‘get a 

sense of’ and ‘might respond’ and ‘might affect’, construct the statement as tentative 

and not directly identifiable as the social action of justifying. In turn this serves to 

better position Vicky’s account as factual, as the exact conditions required were 

vague, and not substantial enough to enable criticism. The systematic vagueness 

was followed by the deployment of a condition of use, where Vicky stated that ‘if you 

13 Interviewer Mm 

14 Vicky =So that would make a big difference 

15 Interviewer Yeah 

16 Vicky =Not in terms of > I would with one and I wouldn’t with the other<  

17 Interviewer Yeah  

18 Vicky  =but in terms of(.)I’d think an awful lot harder about doing it with one than with the other 
because  

19  the ↑emotional weight↓ of a disclosure (1) is greater(.) if you’ve got a (.) a richer 
relationship 

20 Interviewer So(.) the lo:::nger they’ve  

21 Vicky Yeah 

22 Interviewer =(1) been the mo::re that disclosure would ↑carry weight↓ 

23 Vicky Yes(.)because (.)you’ve (.) become an important (.) internal object for that person(.) But 

24  someone who’s got (.)>I’ve got six six sessions with a counsellor that ↑my boss↓ has 
sent me to  

25  (.) you’re not emotionally valuable↓ in the same way↑ 
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↑do disclose, it’s clearly> got to be in their interests↓’ (L7). Pomerantz (1986) 

suggested that part of justifying a course of action may involve portraying the 

precipitating circumstances as necessitating the action. Similarly, Vicky was 

implying that she was not accountable for the disclosure as a negative thing, by 

attributing it to ‘clearly’ being in the clients’ ‘interests’. The emphasis on the needs of 

the client, together with the deployment of systematic vagueness positioned Vicky 

as a caring and intuitive therapist. 

In response to the second question, ‘do you think (.) your stance (.) would alter 

↓depending on setting↑?’ Vicky stated, ‘Yes I think it would (1) and I think it does (.)’ 

(L9). The repetition of the words ‘I think’ added emphasis and the transition from 

‘would’ to ‘does’ implied that the answer had shifted from being hypothetical to being 

factual. Vicky’s category entitlement as a therapist and as a client who had 

experienced TSD were employed to add authenticity to her account. The examples 

of ‘people (.) who have been with me for ↑many years↓’ and ‘<people from EAP’s (.) 

that I’ve got six sessions with>=‘ (L10–L12) was the kind of detail, that worked to 

entitle the interviewee to the category of witness, in that she had experience of 

working as a therapist across lots of therapy sessions with different people, across 

different timeframes. These details enriched her story and worked cumulatively to 

increase the persuasiveness and added plausibility. Vicky proposed that the length 

of therapy rather than the setting would make a ‘big difference=‘ to whether she 

would use self-disclosure or not (L14), adding that the depth of relationship would 

be a consideration in whether she would think it appropriate to use disclosure or not 

‘because the ↑emotional weight↓ of a disclosure (1) is greater (.) if you’ve got a (.) a 

richer relationship’ (L18–L19). Thus, in unpacking the notion of context that she had 

previously introduced, Vicky highlighted the two interrelated variables of length of 

time and depth of relationship as considerations as to whether self-disclosure might 

be appropriate or not. 

When thinking about the comparison between clients she had worked with over a 

long period and those that she only sees for six sessions, Vicky suggested that she 

would ‘think an awful lot harder about doing it with one that the other’ (L18). This 

phrase was packaged to quantify her thinking and painted a picture of a difficult 

decision-making process. The construction of the difficulty of the decision 

contributed to the persuasiveness of the account being built to justify Vicky’s use of 

self-disclosure, as the thinking being done was presented as more intense than 

would normally be expected. This therefore positioned Vicky as a very thoughtful 
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and considerate practitioner. However, there was little actual detail about what 

Vicky’s thought processes involved. This lack of substantial details warded off any 

potential criticism, as the statement was not sufficient to attract a counter-argument. 

The systematic vagueness of this statement was such that it was difficult to 

ascertain whether Vicky would think harder about disclosing to the long-term or the 

short-term clients. However, Vicky’s reference to the long-term clients, suggested 

that the emotional weight of the disclosures may have been the problematic issue. 

Therefore, implying that disclosures offered to short-term clients could be seen as 

posing less of a risk, in contrast, disclosures offered to long-term clients could carry 

more gravitas. 

4.2.4 Becca 
Again, starting with the question ‘what was your stance in your work on (.) erm 

therapist self-disclosure’ Becca provided minimal details of her own stance while 

providing offensive rhetoric to undermine the alternative position of non-disclosure. 

Table 4.13 Extract 6: Participant 4, lines 50–69 

1 Interviewer Okey doke (.) what’s was your stance in your work on (.) erm (.) therapist self-
disclosure? 

2 Becca Well (hhh) ↑I felt that↓ (.) I::I come out of two perspectives(.) I come at it from my own 

3  perspective(.)when I was in therapy (.) and (.) then(.) er what I did on my own(.)↑I 
think↓ that  

4  it’s appropriate if the situation calls for it therapeutically (1) and(.) erm(.) > it’s interesting 
because  

5  I had always< (.) used sort of a certain amount of self-disclosure and then when I 
started doing  

6  the volunteer work for the domestic violence shelter they said absolutely no self-
disclosure 

7 Interviewer Yeah 

8 Becca: =Which (.) surprised me (.) until I realised what they meant and (hhh) I still (.) a bit 
struggle with 

9  this (.) they said ‘that if you self-disclose then the focus is on ↑you not on the client↓ 

10 Interviewer Got you (.) yeah 

11 Becca And I mean I un:::derstand that (.) and I also underst:::and I’m I also understand > my 
ex-husband  

12  was a batterer so I came from a (.) a a home where there ↓was domestic 
violence↑<(.) and <I  

13  firmly believe that the clients kno:::w< if you’ve had that experience,> just from the way 
you 

14  talk< 

15 Interviewer Yeah 

16 Becca But ↓they are↑ very, very strict on not self-disclosing(.) and it is s:::o hard to  
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17  not say <“I understand, I’ve been there>, this happened to me >at such and such a 
time<“ – so  

18  in this particular instance(.) I feel really mixed (.)I also feel that (.)depending on the 
clients(.) I  

19  had some clients that were (.) very difficult. I had >one man who was married to a 
woman< who  

20  was a drug addicted prostitute (.) and ↑he was not a safe person↓(.) I wouldn’t have 
disclosed  

21  anything to him 

Initially, Becca did not denounce either stance, rather she began by offering 

contradictory accounts. This highlights what Billig (1991) termed a kaleidoscope of 

common sense where shifts are fluidly made between arguments of principle and of 

practice. Becca stated ‘(.) I::I come out of two perspectives (.)’ (L2), which were that 

her ‘own perspective(.)’ as a client in therapy and ‘what I did on my own’ (L2; L3). 

However, the details of her perspective as a client were quickly abandoned and 

Becca only offered details of the contrasting perspective that involved her work as a 

therapist by describing the precipitating circumstances surrounding her use of TSD 

as being when she assessed ‘if the situation calls for it therapeutically (1)’ (L4). 

Therefore, this subtly implied that she was not responsible for the disclosure as the 

situation dictated the events. One of the features of the description of these 

circumstances was that it was inexplicit – there was insufficient detail to reveal the 

precipitating therapeutic necessities in any way that might draw attention to them or 

open them up to counter-arguments. Becca’s category entitlement as a therapist 

was reflected by the absence of requests for clarification, definition, or explanation 

of these therapeutic necessities by the interviewer. The requirement for further 

details was made somewhat redundant by the interviewer’s position as a therapist 

who shared the same discursive repertoire of ‘therapy speak’. Becca’s statement 

also served to ward off any potential criticism as, by implication, those in opposition 

to what was described as being ‘appropriate’ could possibly be perceived as being 

opposed to necessary therapeutic interventions. 

In lines 5 and 6 Becca contrasted her ‘always< (.) used sort of a certain amount of 

self-disclosure’ (L5) with the guidance given by the staff from the domestic violence 

shelter who reportedly suggested ‘absolutely no self-disclosure=’ (L6). This contrast 

served to differentiate between the situations where TSD might be more or less 

appropriate. The contrast provided was similar to a rhetorical device proposed by 

Smith (1978), termed a contrast structure, whereby a preceding statement offers 

instructions for seeing the following behaviour as unexpected, odd or out of place. 
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This extract illustrated the usefulness of contrast structures as a rhetorical device for 

Becca to present her use of disclosure as normative behaviour for someone in the 

category of ‘therapist’ and by contrast, the shelter staff could be seen as deviating 

from that normative expectation. The workers reported guidance of ‘absolutely no 

self- disclosure’ (L6) could be assumed to be providing an indication of an 

acceptable or right way of behaving. The extreme case formulation created by the 

use of the adjective ‘absolutely’ presented the shelter’s stance as rigid and dogmatic 

in contrast with Becca’s more relational stance of using self-disclosure ‘if the 

situation calls for it therapeutically’ (L4). Consequently, the statement relating to the 

shelter’s guidance was factually brittle. Becca’s statement was rhetorically stronger 

and therefore, presented a more plausible stance, adding credibility to her position 

and served to ward off potential criticism of her disclosing stance. 

As the interview progressed, Becca positioned herself as an enlightened volunteer, 

this was implied in lines 6–11, where she stated ‘they said absolutely no self-

disclosure … Which (.) surprised me (.) until I realised what they meant and (hhh) I 

still (.) a bit struggle with this (.) they said ‘that if you self-disclose then the focus is 

on ↑you not on the client↓ … And I mean I un:::derstand that (.)’ (L6–L11). Becca 

intimated her agreement, to the shelter’s guidance in theory by expressing ‘if you 

self-disclose then the focus is on ↑you not the client↓’ and ‘I mean I un:::derstand 

that (.)’ (L9; L11). However, Becca continued by expressing her difficulties in abiding 

by the shelter’s policy as a current problem by using the present tense phrasing, 

such as ‘I still (.) a bit struggle with this (.)’ (L8) and ‘its s:::o hard’ (L16). The 

emphasis and repeated use of the word ‘un:::derstand’ (L11) implied that Becca 

appreciated the theoretical aspect of the guidance, while also inferring that some 

element of the non-disclosing practices eluded her. This somewhat suggests that 

she perceived the guidance was more ideological than it was practical. Therefore, 

illustrating the arguments between theoretical principles and practice as proposed 

by Billig et al. (1988), whereby an intellectual and theoretical perspective can also 

be viewed as a criticism of the present state of practice in the everyday setting. 

Tensions are then created as, those who learn these ideals have to conduct 

everyday activities and, in fact, may adjust to many everyday practices, creating 

conflicts between the demands of theory and practice. 

Becca then offered details of her history with domestic violence, and the addition of 

this first-hand experience increased her category entitlement as expert on the 

subject, and in doing so increased the credibility and authority of her account. Becca 
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indicated that it was these experiences that made it impossible for her to adhere to 

the shelter’s no disclosure policy, as she ‘firmly’ (L13) believed that clients would 

recognise that she had shared similar experiences of domestic violence from the 

‘way’ (L13) she talked. Becca positioned herself as a pragmatic therapist, in that she 

strived to work within the policies provided by the shelter while retaining her 

awareness of the potential for non-verbal disclosure to inadvertently be 

communicated to clients within sessions. Through this offensive rhetoric, Becca 

undermined the ‘absolute’ nature of the non-disclosing stance attributed to the 

shelter. In a similar way to Antaki and Wetherell’s (1999) proposition that extreme 

case formulations can be easily refuted by citing counterexamples, Becca 

challenged the extreme case formulation of ‘absolute’ as being unrealistic and 

factually brittle. Instead Becca offered the counter-argument of ‘the way you talk<=‘ 

(L13; L14) which implied that factors such as facial expression, tone of voice and 

body language would inadvertently and inescapably have made the ‘absolute’ rule 

unachievable. 

Later in the extract Becca offered a description of the shelter staff as ‘very, very 

strict on not self-disclosing (.)’ (L16) juxtaposed with her urge to share details with 

clients when she stated ‘it is s:::o hard to not say <“I understand I’ve been there>‘ 

(L16–L17). Becca’s talk focused on her struggle with non-disclosure rather than 

offering details of any disclosures she may have offered. This had the consequence 

of the account providing little that could be argued against. However, Becca’s 

version undermined the position of absolute non-disclosure by implying that this 

stance created difficulties for her as a therapist and reduced her potential to show 

understanding towards her clients. By positioning her report of shelter staff as ‘very, 

very strict’ (L16) alongside her expression of her feeling ‘really mixed (.)’ (L18) 

Becca offered an implicit contrast, between their inflexibility and her open-minded 

approach that served to position Becca as a thoughtful and responsive therapist and 

therefore, positioned the shelter staff as unyielding and inflexible. 

Becca linked her desire to disclose to the nature of her client, stating that ‘I also feel 

that (.)depending on the clients(.)’ (L18). This is similar to the notion proposed by 

Pomerantz (1986), who suggested that accounts often state the precipitating 

circumstances as necessitating the action. Here, this implied that Becca was being 

appropriately responsible for her decision to disclose, as this was dependant on the 

client’s nature. Similarly, her ‘mixed feelings’, were attributed to different client’s 

circumstances and dispositions. Towards the end of the extract, Becca gave an 
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example when she described a male client as ‘difficult (.)’ and ‘not safe’ (L19–L20). 

and stating that she would not have disclosed to him. This account does bring with it 

many taken-for-granted assumptions of our common-sense understanding of human 

interactions, and may allude to issues of trust within their therapeutic relationship. 

As therapy works similarly to ordinary life outside of the therapy room, in which 

people often require some level of trust in their relationships before they disclose, 

and in general people may be less inclined to share their personal information with 

those they perceive as difficult or unsafe. However, the persuasiveness of the 

account was enhanced by the details of specific examples of using or not using 

disclosure with specific individuals. Potter (1996a) argues that details can be 

produced and worked up for their fact-constructing properties. 

Becca provided a list of details about the client. Becca’s list was made up of three 

items: 

• very difficult (L19) 

• married to a woman< who was a drug addicted prostitute(.) (L19; L20) 

• and ↑he was not a safe person↓(.) (L20). 

According to Jefferson (1990), lists can be picked out by a range of intonal cues in 

the spoken delivery, and the use of lists serves to build up a normalising account. 

Pomerantz (1986) and Edwards and Potter (1992) have suggested that three-part 

lists can often be deployed to enhance rhetorical impact. Here, Becca was 

emphasising the client’s general unsafeness, and used a three-part list to normalise 

and add credibility to her decision not to disclose to him. By the deployment 

offensive rhetoric, Becca undermined the principle of absolute non-disclosure 

provided by the voluntary organisation and training establishment, presenting their 

guidance as unrealistic in practice. Later, Becca bolstered her account by adding an 

example of her client and presented her use of self-disclosure as contextual. 

4.2.5 Marcela 
In the following extract, Participant 5 focused on offering explanation and 

justification for her stance as a therapist who used disclosure. 
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Table 4.14 Extract 7: Participant 5, lines 33–60 

1 Interviewer And (.) how do you feel personally about self-disclosure(.)↓as a therapist↑ 

2 Marcela Erm (.) I like to have (.)eh(.) the possibility of self-disclosure (.)eh (.) and I’m (.) careful (.) 
eh(.)  

3  when I use it eh (.) I erm (.) I give myself (.) err (.)time to reflect (1) 

4 Interviewer Mm 

5 Marcela =↑Br-briefly obviously↓ [laughter] 

6 Interviewer [laughter]Yeah= 

7 Marcela =>Eh because it’s during the session< (.) but erm (.) to ask myself eh (.) is (.) what I 
would like 

8  to share here very meaningful (.) for the session (.)> for eh our therapeutic relationship< 
and 

9 Interviewer Mm 

10 Marcela =< and (.) then eh if eh (.) if the answer is yes then I go ahead with the (.) with the self-
disclosure  

(2 lines omitted) 

11 Marcela Eh(.) yes(.) I see that eh(.) erm (.) it’s something that eh (.) surprised the clients(.) 

12 Interviewer Yeah= 

13 Marcela =and er (2) they they feel more in a w:ay more underst::ood and er(.) and more (2) er (.) 
n- 

14  normalised too  

15 Interviewer Yeah= 

16 Marcela =er in a way= 

(3 lines omitted) 

17 Marcela Er to to – [tut noise](.) to have the opportunity (.) to say oh someone else (.) is feeling eh 
similar  

18 Interviewer Mm 

19 Marcela Or is experiencing similar (.) erm (.) having similar experiences than (.) mine (.) eh (.) so 
it’s erm  

20  (.) erm I find eh I find it positive and er I spoke (.) about self-disclosure with the other 
colleagues  

21  as well= 

22 Interviewer Yeah= 

23 Marcela Erm (.) eh (.) both therapist and also clinical psychologist <eh working eh for the NHS(.) 
for  

24  example> (1) And erm(.)and they(.) they(.) have eh the same experiencing I have with 
self- 

25  disclosure= 

In the opening lines of the extract, Marcela positioned herself as a reflective 

practitioner, who is ‘careful (.)’ (L2). The added detail of ‘I give myself (.)err (.) time 

to reflect (1)’ (L3) was downgraded to ‘↑br-briefly obviously↓’ (L5) implying that brief 

self-reflection within a session is ‘obviously↓’ the correct level of reflections, and 
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served to avoid any potential criticism for reflecting too much or too little. Marcela 

provided details of the focus of her reflections suggesting the meaningfulness of the 

disclosure and whether the disclosure had the potential to enhance the therapeutic 

relationship were considered. The statements ‘what I would like to share here very 

meaningful (.) for the session (.)>‘ (L7; L8) and ‘for eh our therapeutic relationship’ 

(L8) provided sufficient enough information to offer an idea of the nature of her 

reflections, and therefore added plausibility to her account. However, these 

statements were so brief and generalised that they offered insufficient details for her 

claims to be refuted. This lack of substantial detail has been shown in previous 

research to guard against the claim being disputed by other parties, as the 

statement was not sufficient to attract a counter-argument (Stancombe & White, 

2005). 

Later in the extract, Marcela described how her clients were ‘surprised’ (L11) to hear 

her disclosure, these disclosures were described as ‘feeling eh similar’ (L17) and 

‘having similar experiences’ (L19). Potter (1996a) suggests there are range of 

descriptive approaches that can be used to make out activities as routine or 

exceptional. Similarly, Edwards (1995) offers the idea that activities can be tied to 

an individual’s enduring disposition or characterised as a product of some feature of 

a situation or some unusual circumstance. By offering a description of her client’s 

surprise, Marcela was implying the exceptional nature of the activity and the unusual 

circumstances that made it ‘news worthy’. As people are not usually surprised by 

routine events, therefore, the clients’ surprise can be seen as reported evidence of 

Marcela’s ‘careful’ (L2) use of this intervention. By offering details of her client’s 

emotions as ‘they they feel more in a w:ay more underst::ood’ (L13) and more 

‘normalised’ Marcela was by implication positioning herself as an understanding 

therapist. In addition, the details supplied about her clients’ feelings offer justification 

of her disclosing by outcome, that is, the added understanding, normalising and the 

enhancement of the therapeutic relationship were reasons for the intervention being 

seen as an acceptable practice. 

Marcela further secured her position as appropriate through epistemic corroboration 

of ‘other experts’ stating ‘I spoke (.) about self-disclosure with the other colleagues 

as well=‘ (L20; L21). These colleagues were described as ‘both therapist and also 

clinical psychologist ‘ (L23; L24) and therefore, were individuals with category 

entitlement who she reported as having a similar viewpoint to her own. By adding 

‘and they(.) they(.) have eh the same experiencing’ (L24) added credibility to her 
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own position in relation to the topic of self-disclosure. The reported support for a 

claim by an ‘expert other’ serves to construct the version as credible (Potter, 1996) 

and makes the account less likely to be questioned and more likely to be viewed as 

factual (Whalen and Zimmerman, 1990). Marcela’s expert others were presented in 

a three-part list: 

• ‘both therapist’ (L23) 

• ‘and also clinical psychologist’ (L23) 

• ‘eh working eh for the NHS’ (L23). 

The addition of the statement that some of these experts worked for the NHS further 

legitimised their position, as this is a ‘mainstream’ organisation whose employees 

are subject to greater professional constraint than those working in private practice. 

The list ended with the phrase ‘for example> (1’) (L24). This way of ending a list with 

a general comment has been termed by Jefferson (1990) as a generalised list 

completer (GLC). According to Jefferson, the GLC indicates that there were many 

more relevant and ‘listable’ things that were not specified. This means that the 

inclusion of a GLC is an especially robust way of indicating generalisability. The list 

normalised Marcela’s experiences of using TSD and added credibility to her 

account. The use of the GLC enhanced this credibility. 

4.2.6 Charlotte 
In the following extract, Charlotte provided an example of reported speech, used to 

highlight the extraordinary situation she was in and to engage in the social action of 

persuading the interviewer of the benefits of TSD in this instance. 

 

Table 4.15 Extract 8: Participant 6, lines 33–54 

1 Interviewer What is your stance on self-disclosure? 

2 Charlotte Erm (.) so (.) erm positive (.) erm and but(.) erm (.) m (.) >I think that I’m very much 
guided by  

3  what’s going on within the relationship< 

4 Interviewer Yeah 

5 Charlotte Erm (.) and(.) I (.) I >was thinking about it as I was driving< (.) in(.)erm (.) as I was driving 
up (.)  

6  erm (.) I (.) erm (.)> haven’t used it a lot<= 

7 Interviewer Mm 
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8 Charlotte Erm(.) although I’m (.) although I am open to it (.) I have on occa::sions(.) 

9 Interviewer Yeah 

10 Charlott: =Erm (.) when(.) when(.) it’s felt appropriate but I wouldn’t say it’s something that I do a 
lo::t of 

11   (1) so it’s sort of a (.) 

12 Interviewer mm 

13 Charlotte  =a >judicious use< (.) erm 

14 Interviewer Yeah(.1) so (.) although you’re very open to it (.) you haven’t called upon it 

15 Charlotte Yeah(.) >I think that would be (.) I think that would be tru::e< (.) Erm (.) so I-I’m thinking 
of a client  

16  that I’m working with (.) erm at the moment (.) wh:::o erm experienced (.) erm (.) sexual 
abuse(.)  

17  er:::m as a (.) young pe::rson erm (.) >she was sexually abused by her brother< (.) erm 
(.) and  

18  (.) she (.) has a very, very stunted (.) erm understanding of how sex is and how sex 
works (.)  

19  and she’s asked me quite a lot about my own sexual experiences (.) and how they (.) 
erm and  

20  how they might fit in(.) So I’ve-I’ve(.)↑disclosed things that I never ever thought↓ (.) >if  

21  somebody had said to me< “do you think you would ever ↑discuss your own sex life↓ 
(.) 

22 Interviewer Yeah 

23 Charlotte =(.) erm with(.) erm (.) a client?” (.) Erm (.) I would have said no (.)>but now I find myself 
in the  

24  situation<=  

Initially, Charlotte offered a positive stance on TSD and deployed discourse that 

positioned her stance as fluid, as she described being ‘very much guided by what’s 

going on in the relationship’<= (L2–L3), and being ‘open’ (L8) to the use of TSD. 

This rhetoric was ostensibly subjective, locating her disclosing behaviours as 

spontaneous and interactive, and positioning Charlotte as a relational therapist. 

Subsequently, Charlotte described how she has not had much experience of using 

this intervention, stating that ‘erm (.) I (.) erm (.) > haven’t used it a lot<=‘ (L6), 

although she expressed that she has used it on ‘occa::sions (.)’ (L8) adding that it 

was something she did if she believed it ‘felt appropriate’ (L10). She repeating again 

‘but I wouldn’t say it’s something that I do a lo::t of (.)’ (L10) then, using a more 

technical term associated with disclosure in current research literature, she 

described her disclosure as ‘judicious’ (L13). Charlotte reproduced discourse that 

espoused the infrequent and careful use of TSD. This discourse seemingly 

conformed to the dominant discourses put forward by researchers, training 

establishments, and employers, who, given current professional guidance in this 
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area, would normatively favour a stance of none or minimal disclosure. Her 

statements constructed a version that implied Charlotte’s limited and careful use of 

disclosure as she talked from a position of a cautious, minimally disclosing therapist. 

Clearly, in a setting such as a research interview, the participants have some vested 

interest in how their accounts are perceived and accepted. What was at stake for 

Charlotte was the plausibility of the version she built through her talk, that 

communicated her credentials as a competent therapist. Charlotte’s stake was 

initially presented as disinterested in self-disclosure, suggesting that she did not 

have a vested interest in the position that she later espoused. 

The two-handed rhetorical device of ‘although I am open to it (.) I have on 

occa::sions(.) =Erm (.) when(.) when(.) it’s felt appropriate but I wouldn’t say it’s 

something that I do a lo::t of’ (L8–L10), was somewhat similar to an aspect of 

discourse noted by van Dijk (1984), where contrary themes are introduced, often 

with a connecting ‘but’. Here Charlotte linked her appropriate use of disclosure with 

‘but’ and added the disclaimer that she doesn’t do this a lot. Charlotte implied a 

tension between the demands of intellectual theory and those of practice in 

everyday life, whereby the theoretical suggestion of a minimal and judicious use of 

TSD may not feel appropriate in certain therapeutic circumstances. It is suggested 

that often, the distinction between lived and intellectual ideologies can be the source 

of an ideological dilemma (Billig et al.,1988). Billing and colleagues (1988) 

suggested that the speakers are not just paying lip-service to the perceived views of 

the interviewer, rather that the dilemma is created as the speaker presents 

themselves as possessed of both sorts of ideology. Charlotte’s statement implied a 

tension between the demands of training theory and her everyday experiences in 

the counselling space, that sometimes pulled in different directions so that there was 

a possibility of such a dilemma being present at all times. 

Charlotte continued by offering a detailed explanation of the background of a recent 

client, describing the client as having a ‘very, very stunted (.) erm understanding of 

how sex is and how sex works(.)’ (L18) which suggested severe and extreme 

issues. These descriptions did not just build the reality of her client’s emotional well-

being and limited knowledge, they also implied that the situation was extraordinary 

and unusual. The emphasis on the needs of the client, together with the detailed 

descriptions of the client positioned Charlotte as in an extraordinary situation, and 
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therefore that was why on this occasion she used self-disclosure when she wouldn’t 

normally. 

Later, Charlotte was drawing on discursive repertoires that conceptualised TSD in 

radically different ways. Arguably, Charlotte displayed an orientation to being 

interviewed by a therapist who was perceived as having an awareness of the 

guidelines relating to TSD. Therefore, Charlotte may have been ‘doing’ the social 

action of explaining and justifying her use of disclosure. In part, Charlotte sought to 

justify her disclosures by highlighting the precipitating circumstances as 

necessitating the action. Stating that her client asked her ‘quite a lot about my own 

sexual experiences (.) and how they (.) erm and how they might fit in(.)’ (L19; L20) 

subtly implied that Charlotte was not solely responsible for the disclosures as they 

were positioned as co-created by way of the clients’ frequent requests. Similarly, 

Pomerantz (1986) suggested that in order to show that a course of action was right 

and reasonable, the speaker may portray the situations as leaving them no other 

alternative. The shared assumption being that the worse the situation, the greater 

the necessity for the action. The client having ‘a very, very stunted (.) erm 

understanding of how sex is and how sex works (.)’ (L18) was the situation that 

precipitated and therefore, justified Charlotte’s disclosures. 

Charlotte stated, ‘So I’ve-I’ve(.)↑disclosed things that I never ever thought↓ (.)’ (L20). 

Extreme case formulations such as this (Pomerantz, 1986) are a rhetorical device 

often used when justifying an account. Common examples, such as ‘every time’, 

‘everyone’, ‘all’, ‘never’, characteristically describe the maximal or minimal 

properties of a phenomena. Extreme case formulations can be used to ascent the 

strongest case in anticipation of a non-sympathetic response, to propose a course 

of action, or to justify the rightfulness or wrongfulness of a practice. Here Charlotte 

was justifying the rightness of her self-disclosure. 

In addition, Charlotte employed the rhetorical device of hypothetical reported 

speech, using a third-person reference stating, ‘>if somebody had said to me< “<do 

you think you would ever ↑discuss your own sex life(.) erm with(.) erm (.) a client?” 

(.)↓’ (L21–L23). Reported speech is often used as a method to secure a version as 

factual (Heritage, 2012). This change of footing together with Charlotte’s suggested 

response that ‘(.) Erm (.) I would have said no (.)>but now I find myself in the 

situation<‘ (L23–L24) served to add authenticity to her claim that the situation was 

extraordinary and warranted her disclosure. This presentation of the hypothetical 
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question and answer added credibility to Charlotte’s version. Thus, primarily through 

the use of extreme case formulations and the deployment of reported speech, 

Charlotte built up a credible account to justify her use of TSD. 

4.2.7 Sarah 
In the following extract, Sarah, Participant 7, was also asked the interview question 

‘what-what’s your personal sta::nce as a thera::pist, on therapist self-disclosure’. 

The extract illustrated the deployment of reported speech to authenticate her 

account. Later, Sarah mobilised two distinct subject positions; first, herself as a 

victim of an unjust complaint by third-party individuals, who viewed themselves as 

having been disadvantaged by her recent use of self-disclosure and second, by 

implication, these individuals were positioned as unjustly complaining (L7; L17; 

L18). 

Table 4.16 Extract 9: Participant 7, lines 111–192 

1 Interviewer what-what’s your personal sta::nce as a thera::pist, on therapist self-disclosure?= 

2 Sarah It’s interesting cos I got in ↑trouble this week↓ (.) erm and (.)at work (.) over a 
personal  

3  disclosure to a client (1) and it’s really interesting because I fe::el that personal 
disclosures  

4  ↑can be helpful↓(.) But I feel it needs to be appropriate to the client it shouldn’t be 
about the  

5  thera::pist’s stuff 

6 Interviewer Yeah 

7 Sarah So the disclosure that I got in trouble for was that I had a-a you::ng per::son (.) who’d 
been 

8  sexually assaulted and eh (.) and and erm (.) >an attempted rape by a peer at< 
scho::ol (.)  

9  being triggered by going to school (.) I’d suggested couldn’t she move to a different 
scho::ol= 

10 Interviewer Yeah 

11 Sarah =Then I said (.) “well while you’re waiting for a pla::ce to come up (.) out of this-out of 
county  

12  school, <↑she’s not going to scho:ol anyway↓(.) have you considered home 
educating?” (.)and  

13  I was and “what is home educating?(.)” I said “well lots of people do it> (.) and this is 
the place  

14  where you can get information on” (1) and they said “oh I heard that you can’t any 
exams” and 

15   I said “↑well actually↓(.) I home educate and it’s not that difficult, this is the 
organisation you  

16  need” (1) >that was the subject of my disclo:::sure (.) so I didn’t think (.) I’d actually> 
given  
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17  away anything horrific other than >I’d said I home-schooled my (.) my son< but I was 
told off  

18  (1) because the school felt that I was undermining them by recommending home 
education= 

(61 lines omitted) 

19 Sarah sometimes I think it’s appropriate (.) sometimes I think it’s really inappropriate (.) I’ve 
been on 

20  the receiving ends of some ↑very awful↓ self-disclosures by therapists (.) and I 
haven’t  

21  enjoyed that experience at all (.) so I’m always mindful when I make a disclosure 

Sarah described how she ‘got in ↑trouble this week↓ (.) erm and (.) at work (.) over a 

personal disclosure’ (L2–L3). According to Davies and Harré’s (1990) positioning 

theory, people are both products of and producers of discourse. In that they are 

products in a social constructionist sense as their identities are produced by socially 

and culturally available discourse). They are producers in the sense that they 

manipulate the socially and culturally available discourse to position themselves. A 

subject position is created when people use language to negotiate social positions 

for themselves. This positioning is achieved by the speakers selectively drawing on 

various repertoires and by using a range of discursive strategies. Essentially, these 

repertoires and strategies interweave to provide a powerful cumulative warranting 

effect that establishes different and shifting identities and accounts which reflect the 

contingencies of their situation (Wetherell, 1986). Often, lots of different kinds of 

subject positions are taken up from moment to moment, and these may be offered, 

accepted, claimed, or resisted by the speaker (Davies and Harré, 1999). A selection 

of the ways Sarah assumed the role of a victim of an unjust complaint can be 

discerned within the extract, this included the statement ‘I got in ↑trouble this week↓ 

(.) erm and (.)at work (.) over a personal disclosure to a client (1)’ (L2; L3) and ‘So 

the disclosure that I got in trouble for was’ (L7), and also ‘that was the subject of my 

disclo:::sure (.) so I didn’t think (.) I’d actually> given away anything horrific other 

than >I’d said I home-schooled my (.) my son< but I was told off (1) because the 

school felt that I was undermining them by recommending home education’ (L16–

L18). The consequence of the complaint was reinforced with the repetition of the 

distinctive phrasing of ‘‘I got in ↑trouble’ (L2; L7). The function of this talk was to 

make the position Sarah was advocating more convincing and served to increase 

the strength of her account. 

Sarah added that she felt TSD could be helpful in certain circumstances stating that 

‘I fe::el that personal disclosures ↑can be helpful↓(.) But I feel it needs to be 
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appropriate to the client it shouldn’t be about the thera::pist’s stuff’ (L3; L4; L5), 

Sarah offered these conditions in such a way as to provide a generic and normative 

description, orientating to a ‘therapy speak’ way of describing self-disclosure in 

general. These general descriptions are termed systematic vagueness (Stancombe 

& White, 2005), the main features of such descriptions are that they inexplicit and 

are often presented in accounts to guard against the possibility of claims being 

refuted by other parties. Thus, by not offering an account of a specific disclosure 

Sarah presented a broad description, and in doing so deflected any possible 

criticism for using TSD that had the potential to be seen as contravening therapeutic 

norms. Sarah sought to mitigate her responsibility for the use an ill-advised TSD, by 

offering an account that justified her use of the intervention. According to Buttny and 

Jensen (1995), accounting for one’s behaviour can have a face-saving function, as 

being called to account sometimes has repercussions for a speaker’s image. In this 

sense, accounts can serve a specific function, to protect what is at stake, i.e. the 

good character of the speaker (Buttny, 1993; Goffman, 1995). 

Later in the extract, Sarah used the present tense to articulate the details of her 

disclosure as reported speech. This served to authenticate her account, increasing 

its plausibility and presenting her version of events as factual. The report of Sarah’s 

disclosure was presented in mundane language when she stated, ‘well while you’re 

waiting for a pla::ce to come up (.) out of this-out of county school, <↑she’s not going 

to scho:ol anyway↓(.) have you considered home educating?” (.)and I was and 

“what is home educating?(.)” I said “well lots of people do it> (.) and this is the place 

where you can get information on’ (L11–L14). The construction of this account 

illustrated what Sacks and Wooffitt termed ‘doing being ordinary’ (Sacks, 1992; 

Wooffitt, 1991; 1992), that is a culturally available resource, that lends credibility to 

the account. The use of linguistic details in Sarah’s account had similarities with the 

rhetorical device proposed by Edward and Potter whereby the role of the detail is to 

provide a sense of the speaker being present as a witness and therefore 

strengthens the account and serves to ward off criticism (Potter & Edwards, 1992). 

According to Potter and Hepburn (2008) descriptions presented as the sort of 

mundane activities ordinary people engage in mitigate stake and interest and do not 

draw attention nor attract counter-arguments. Sarah suggested, ‘so I didn’t think (.) 

I’d actually >given away anything horrific’ (L16–L17). This somewhat, dramatic 

statement and had the function of being persuasive and moving the attention away 

from Sarah’s disclosure and thereby minimised the significance of her actions. 
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Later, in line 19, Sarah presented her position as open-minded in that she stated, 

‘sometimes I think it’s appropriate (.) sometimes I think it’s really inappropriate (.)’ 

(L19). According to Potter (1996a), people often seek to present themselves as 

impartial as this stance is perceived as providing an unbiased description of events, 

which consequently increases the credibility of the account. Another way Sarah 

increased the credibility of her account was through her category entitlement as an 

experienced therapist. Prior to the extract Sarah gave some brief biographical 

details that included her extensive employment history and training that she had 

with people who are notable within the counselling profession including Paul Gilbert 

and Jon Kabat Zinn. The rhetorical device of category entitlement is often deployed 

to enhance the authority of claims, through the speakers position as a person with 

assumed knowledge and/or experience (Countier, 1991; Jayyus, 1984; Sacks, 

1992). It would be a rational expectation for someone like Sarah, in the category of 

‘experienced therapist’, to be able to differentiate between TSDs that are 

appropriate and those which are inappropriate. According to Whalen and 

Zimmerman (1999) accounts that are presented by people who have presumed 

category entitlement are subsequently less likely to be doubted and more likely to 

be presumed as factual. This would, therefore, add credibility and authority to her 

account and serve to secure her version as factual. 

Later in the extract (L20), Sarah described some very awful self-disclosures. The 

rhetorical device of extreme case formulation was illustrated in the use of the word 

‘all’ in Sarah’s description of ‘I haven’t enjoyed that experience at all (.)’ (L20–L21). 

Pomerantz (1986) proposed that extreme case formulations are often used when 

justifying rightful or wrongful actions, these extreme descriptions may assist in 

presenting a situation as worthy of complaint. Similarly, Edwards (2000) suggested 

that the extremity might be offered to display the speaker’s investment in or stance 

towards some state of affairs. Here this rhetorical device served to construct a 

forcible complaint as Sarah was ‘doing’ the social action of complaining about her 

therapist’s self-disclosure. 

4.2.8 Archie 
Extract 9 contains Archie’s responses to the question ‘what’s your stance on self-

disclosure in your work (.) or (.) personally=’. The extract may be seen to have 

illustrated a dilemma over how far personal experience as a client can inform 

practice as a therapist. 
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Table 4.17 Extract 10: Participant 8, lines 38–42 
1 Interviewer Okay (.) what’s your stance on self-disclosure in your work (.) or (.) personally?= 

2 Archie Erm(.) I think it can be very helpful when it’s(.) eh when it happens at-at the 
appropriate 

3  moment really (.) erm but ho-however that is (.) determined erm I’m not against it 
but I have 

4  which I will share with you later (.) experienced eh too much self-disclosure erm 
and (.)so I  

5  would say fo::r m::e it’s-it’s minimal. >I mean< I think it it-it’s at several levels really  

Archie started his response by declaring that he thought self-disclosure could be 

‘very helpful’ (L2), adding the caveat of ‘eh when its (.) eh when it happens at-at the 

appropriate moment really (.)’ (L2). This statement appeared somewhat factually 

brittle, in that it had the potential to be refuted by providing one or two exceptions. 

These findings are consistent with Antaki and Wetherell’s (1999), in that a single 

speaker often manages factually brittle claims by introducing more information that 

downgrades and therefore ‘softens’ their original claim, as they consider it as not 

strictly accurate. This has the effect of acknowledging the overstated nature of the 

claim and thereby pre-empts any potential challenge relating to its validity while 

retaining the force of the claim. Here, Archie added the ‘softener’ ‘erm but ho-

however, that is (.) determined’ (L3) despite this being a somewhat weakened claim 

this made the account factually and rhetorically more robust in the sense that the 

claim was less easy to refute by citing counterclaims. A feature of extreme claims is 

that they often remain worth uttering and retain their performativity, despite the 

addition of a softener. It is not just the case that the ‘softened’ versions are simply 

preferable (Edwards, 2000). 

This was followed by the expression ‘erm I’m not against it but’ (L3). This was 

similar to what Billig (1982; 1988) termed a two-handed formulation, which is a 

rhetorical device that is comprised of two parts. Beginning with the disclaimer ‘I am 

not against it but …’ whereby, the phenomena is tolerated and presented somewhat 

positively by the denial of any opposing stake or interest. This is followed by ‘… but’ 

and continues with the second part, which is often the dominant expression and 

contains the negative information (van Dijk, 1984). Thus, the speaker provides 

advanced justification against the forthcoming prejudicial utterances while 

simultaneously lay claim to the subject position of a member of a moral category of 

unprejudiced. Archie was doing the social actions of justifying his use of TSD, while 

simultaneously doing the social action of complaining about the disclosure provided 
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by his therapist. The limited negative information provided in line 3 and 4 ‘but I have 

which I will share with you later (.) experienced eh too much self-disclosure’ alluded 

to Archie’s views on his therapist’s use of disclosure which he had described as 

inappropriate stating that the lengthy disclosures had got in the way of their 

relationship and changed it to the point where it was no longer a therapeutic 

relationship (these points were made subsequently, after the extract).  

These social actions may, of course, seem mutually incompatible. According to Billig 

(1982; 1984) offering contradictory positive and negative versions within an account 

means that for each context the speaker has to negotiate and manage the possible 

different stakes and interest, which may result in an ideological dilemma. These 

different stakes and interests were managed by Archie’s suggestions for further 

conditions that would be required for a disclosure not to be experienced as ‘too 

much’ (L4), which was that disclosures should be ‘minimal’ (L5). This was clarified 

by the addition of a generic statement with a number of linguistic repairs ‘>I mean< I 

think it it-it’s at several levels really’ (L5), thereby positioning Archie as a therapist 

who is aware of the complex and multifaceted nature of TSD. By implication this 

also implicitly positions Archie’s therapist as lacking in this awareness. 

Table 4.18 Extract 11: Participant 8 lines 64–85 
1 Archie Yes yes and then(.) and then in the [cough] in the sessions (.) I suppose(.) erm (.) eh  

2  sometimes ↓yeah↑ (.) a shared experience (.) (.) eh I-I might offer (.) erm, particularly 
if it  

3  gently challenges a kind of stuck way of thinking 

4 Interviewer Mm 

5 Archie =Erm (.) I might share that (.)or sometimes (.)eh (1) if-if I-if I’m wanting if my intention 
is to offer  

6  hope in an otherwise hopeless situation (.) I might share something of that nature erm.  

7  Recently I had (.) what was the occasion? (.) I had a client wh::o erm(2) that’s right [tut] 
it was-it  

8  was about (.) erm (.)she’s-she >was struggling with el-with elderly parents< and she 
was 

9  talking about stuff that was kind of close to my experiencing with my mother cos my 
mother 

10  had dementia(.) a (.)and I didn’t like who I became (.)↓around her really (.) and so I 
shared 

11  that↑ with her (.) and it was-it was like something really spoke to her in that (.) that eh 
that I 

12  kind of really got (1) what she was wrestling that-that it sort of brought out parts of 
herself  
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(5 lines omitted) 

13 Archie: Yeah (.) erm (1) I’m not even sure it’s well thought out (.) I think it happens in the 
mo::ment (.)  

14  erm (.) and eh (1) you know (.) on that particular occasion the client r-there was a real 
sense of  

15  yes you really get me and actually she cam:e back the following week and she said 
“I’m really  

16  glad (.) that you shared what you shared  

In lines 1 to 6 Archie provided some details surrounding his use of TSD. Archie 

described how his disclosures had come about ‘ I suppose(.) erm (.) eh sometimes 

↓yeah↑ (.) a shared experience (.) (.) eh I-I might offer (.) erm, particularly if it gently 

challenges a kind of stuck way of thinking Erm (.) I might share that (.)or sometimes 

(.)eh (1) if-if I-if I’m wanting if my intention is to offer hope in an otherwise hopeless 

situation (.)’ (L1–L6). Potter (1996) suggests that contextual details are worked up to 

present a believable version of events, therefore warranting the speaker’s validity as 

a witness. These detailed examples added credibility to Archie’s account and 

presented him as offering disclosure with purpose and design. In lines 7 to 11, 

Archie provided greater detail about a specific client, stating ‘Recently I had (.) what 

was the occasion? (.) I had a client wh::o erm (2) that’s right [tut] it was-it was about 

(.) erm (.)she’s-she >was struggling with el-with elderly parents< and she was 

talking about stuff that was kind of close to my experiencing with my mother cos my 

mother had dementia(.) a (.)and I didn’t like who I became (.)↓around her really (.) 

and so I shared,that↑’ (L7–L11). The example served to draw attention away from 

the speaker and therefore minimise potentially problematic stake and interest. While 

assumed stake and interest may discount the credibility of an account, Potter 

(1996a) suggests that detail and examples can offer a vivid representation of the 

scene, one which will perhaps be seen as unlikely to be invented. This detailed 

example enhanced Archie’s category entitlement as a therapist working with self-

disclosure and served to increase the authority of his account and present his 

version as credible. 
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The statement that ‘I think it happens in the mo::ment (.)’ (L18) somewhat reflected 

the earlier statement, about the ‘appropriate moment’ (L2–L3). This repetition 

implied that Archie was fully focused and mentally involved with what his clients 

were saying and experiencing and that his disclosures were in response to this, as 

opposed to out of the moment that infers a preoccupation with other things. At the 

end of the extract in lines 20 and 21, Archie provided more detail through the 

reported speech of his client when he said ‘actually she cam:e back the following 

week and she said “I’m really glad (.) that you shared what you shared’. (L20–L21). 

This epistemic corroboration is often used to construct a description as a factual 

account. It is common for descriptions of third-party talk to begin with the preface he 

or she said, and for these statements are to be treated as solid and unproblematic 

and seen as quite separate from the speaker (Potter, 1996). Therefore, the reported 

speech of the client was presented as outside of the stake and interest of the 

speaker and served to authenticate the validity of Archie’s claim. The category 

entitlement of the client was such that the account was perceived impervious to 

criticism and doubt. 
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Chapter 5 Description of synthesis  

The overall approach of the thesis draws on social constructionism, which holds an 

epistemological position that can accommodate the use of analytical pluralism, 

where two qualitative methodologies are used to analyse one date set. Chapter 4 

presented the findings from eight interviews carried out with participants who had 

experiences of TSD as clients and who were therapists themselves. All of the 

interview transcripts were subjected to two rounds of analysis, and the process was 

recorded on qualitative research software (NVivo 12). First, in section 4.1 an IPA 

examined the participants’ experiences of hearing TSD as clients. Second, in 

section 4.2 a DA showed how therapists constructed disclosure within their 

accounts. This allowed the participants’ experiences to be connected to the 

discursive framework through which they communicated disclosure and identified 

themselves as disclosing. Having made the argument for adopting a mixed 

qualitative methodological design to provide a greater depth and breadth of 

understanding in Chapter 3, the key issue to be explored here is whether and in 

what ways might adopting a pluralistic approach add to the knowledge of TSD 

compared with a single framework enquiry. This exploration requires an examination 

of the process by which knowledge is gleaned from qualitative information. Smith et 

al., (2009) proposed that knowledge is somewhat shaped by the interpretative lens 

of the researcher. Hood argued that, by implication, this suggests that even if it is 

possible to achieve a theoretical ‘saturation point’ as espoused by Glaser and 

Strauss (1967), with a single framework of analysis, new knowledge may be added 

by switching the analytical framework. This study has therefore utilised analytical 

pluralism, based on the premise that “a data set can tell us about a number of 

different things, depending on the questions we ask of it” (Willig, 2013, p. 19). 

Section 4.1 discussed the findings produced by applying IPA lens to the data, in 

order to answer the question ‘how do participants experience TSD and 

subsequently make sense of their experiences within the context of their therapy?’ 

Interpretation of the findings has been attended to with rigour and depth, including 

each salient point, to establish the essence of the participants’ subjective 

experience (Smith, Flowers, & Larkin, 2009). The findings are summarised in table 

5.1 together with information relating to the number of participants that contributed 

to each of the subordinate themes. 
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Table 5.1 IPA findings of how participants experienced therapist self-disclosure 

Client’s lived experiences of TSD 

Superordinate themes of 
experiences of therapist self-
disclosure 

Subordinate themes Number of 
participants 
who 
contributed  

The therapeutic relationship prior to 
disclosure 

Levels of trust and judgement 5 

Hierarchy/reputation 6 

Disclosure content Disclosure as cognitively elusive  6 

‘me too’ disclosure of similarity 7 

‘in opposition’ disclosure of difference 4 

Disclosure process Therapeutic language 6 

Emotionally charged language 4 

Short-term impact Alterations in the therapeutic relationship 8 

The power dynamic 8 

Specialness 8 

Feeling silenced and shut down 3 

Having permission to disclose 5 

Questions  6 

Long-term impact Healing and appreciation  6 

New levels of assertiveness 3 

Meaning making Guilt and blame 3 

Professional outlook 8 

 

The additional descriptive quantification measure of ‘numeration’ was used to 

enhance the accessibility of the findings, and to clarify the frequency and salience of 

the themes identified. This was achieved by counting the frequency that a theme 

appeared, as one method of indicating the theme’s importance to the participant. 

While maintaining an awareness that because the relative frequency by which a 

theme appears does not strictly determine the significance that the theme has and 

therefore, a theme that is mentioned only once could play a large or significant role 

in the participant’s overall experience and meaning making. Therefore, attention 

was also paid to the perceived depth of emotion present in the interactions, ensuring 

that the analysis demonstrated both convergent and divergent themes. 

Section 4.2 discussed the findings produced by applying a discourse analytic lens to 

the data, in order to answer the question ‘What is your stance on self-disclosure?’ 

The question facilitated the exploration of how, after the variety of experiences as 

clients, participants constructed their own use of self-disclosure as therapists. The 
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interviews were transcribed verbatim initially for the first part of the IPA analysis, and 

then all extracts that related to the secondary research question and DA analytic 

approach were transcribed in more detail using standard Jeffersonian form (see 

appendix 3; Jefferson, 2004). The analysis worked with the combination of digitised 

recordings and the transcripts, following the procedures suggested in Potter and 

Wetherell (1987), and as outlined in the methodology chapter. The findings of this 

part of the analysis were presented in participant order section 4.2 (see table 1, 

page 57). The rationale for this is that the different discourse practices for each 

participant could be assessed individually, and that there would be more 

compatibility for synthesis with the IPA findings. The findings are summarised in 

table 5.2 together with details of the number of participants whose extracts fall under 

each section.  

Table 5.2 How, after a variety of experiences as clients, the participants constructed their own use of 
self-disclosure as therapists 

Therapist’s discursive constructions 

How the participants constructed their own use of self-disclosure as therapists 

Disclosure illustrated within the data as a highly memorable experience 8 

Disclosure constructed as a normative expectation of someone in the category of a 
good therapist  

6 

Participants positioning themselves as not receiving good therapy and disclosure 
positioned as outside of the normative expectation of someone in the category of a 
good therapist 

4 

Rhetorical and persuasive devices used by participants to justify disclosure as in the 
best interests of the client by portraying the precipitating circumstances as 
necessitating the action 

8 

Narrative that justified TSD as in the best interests of the therapist, for example by 
portraying the precipitating circumstances of being caught off guard as necessitating 
the action 

1 

Disclosure illustrated within the data as extraordinary, or surprising -therefore, 
suggesting infrequent and judicious use 

2 

Disclosure illustrated as spontaneous  2 

Disclosure reportedly justified by outcome 4 

Disclosure rendered into speech as appropriate through the epistemic corroboration of 
others and changes in epistemic footing. Examples trainers, supervisors, employers 
and clients 

4 

Disclosure rendered into speech as problematic through the epistemic corroboration 
of others and changes in epistemic footing. Examples trainers, supervisors, employers 
and clients 

3 

Non-disclosure illustrated within the data as unrealistic  1 

Narratives of non-disclosure as dictated by organisational policy   3 

Examples within the data where disclosure was constructed as an appropriate 
intervention when therapists are guided by the therapeutic relationship  

2 
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Disclosure constructed through arguments between theoretical principles and the 
needs of everyday practice 

5 

Disclosure as problematic through the working up of the unsafe client and the social 
spaces inhabited by their clients 

1 

 

These findings support the premise that all talk is performative in that people use 

language to do things and achieve interpersonal goals, for example persuading, 

blaming, justifying or accusing; however, these activities are not always explicit. 

What people say varies according to the situated nature of the talk, and the context 

of where they are and whom they are speaking to. It is acknowledged, therefore, 

that for all participants in this research project, their utterances were produced in 

response to specific questions asked by the interviewer, in a research context. 

Two different methodologies of data analysis were applied to the data corpus. By 

conducting two separate analyses, it was possible to maintain the quality and rigour 

of each separate analytic approach prior to synthesis, which was conducted at the 

post-analytic stage. After conducting the two separate analyses, the findings from 

both the IPA and the DA components were then synthesised. The two guiding 

principles for this synthesis were: i) to focus on those aspects of the findings that 

most clearly related to the research questions; and ii) to pare down the findings in 

line with Potter and Wetherell’s (1997) suggestion that the focus should be directed 

to interactions that have the distinct possibility of holding important implications for 

practice. This process of synthesis resulted in the identification of six key areas that 

are summarised in table 5.3. The synthesised information presented in the 

discussion chapter is based on these key areas. 

The following table shows how the hermeneutic exploration of the lived experiences 

of clients and their sense-making resources, synthesised with findings that 

illustrated a variety of rhetorical devices that were needed to carefully manage the 

ethical dilemmas that can potentially accompany a therapist’s decision to disclose 

(or not) to their clients. 

Table  5.3 Synthesised findings from the IPA and DA 

Synthesis of findings  

An exploration of discourse and lived experience of clients’ hearing therapist self-disclosure 

Disclosure illustrated within the data as normative behaviour for someone in the category of good 
therapist 

Clients positioning themselves as not being the focus of the session, and positioning disclosure as 
outside of the normative expectation of someone in the category of a good therapist 
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Hearing disclosure constructed as a valuable learning tool for trainee or student therapists 

The early termination of therapy  

An exploration of discourse and lived experience of therapists’ use of self-disclosure 

Constructions of disclosure as involving negotiating ideological dilemmas brought about by the 
contradictory subject positions of good therapist and good student 

Constructions of disclosure as involving negotiating ideological dilemmas brought about by the 
contradictory subject positions of good therapist and good supervisee 

Constructions of disclosure as involving negotiating ideological dilemmas brought about by the 
contradictory subject positions of good therapist and good employee  

Disclosure rendered into speech as appropriate through the epistemic corroboration of others and 
changes in epistemic footing. Examples clients and peers 

Non-disclosure reportedly justified by the construct of the unsafe client  

 

The aim of the following discussion chapter is to discuss the synthesised findings, 

drawing together key elements of the IPA and DA in order to explore their 

implications for working with clients, training and supervision. Important themes 

identified within the literature review will be revisited and discussed, and the findings 

from this study will be considered in the context of previous research. The 

discussion will start with an overview of the definitions of TSD used within the study 

and then will explore two key areas, which are: i) clients’ constructions of therapist 

self-disclosure; and ii) therapists’ constructions of TSD. Finally, the overall argument 

will be summarised before moving on to the concluding chapter.  
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Chapter 6 Discussion 

The purpose of the discussion chapter is twofold. First, it outlines the thesis’s 

original contribution to knowledge production with regards to the topic of therapist 

self-disclosure (TSD). The chapter will revisit the purpose, rationale and aims of the 

research project and explore the ways these have been addressed. The discussion 

chapter considers how the thesis advances theory by providing a fuller exploration 

of the interplay between language and experience in terms of: i) clients’ experiences 

of unhelpful, neutral and helpful disclosures and the discursive resources deployed 

within their accounts; and ii) therapists’ experiences of their use of self-disclosure 

being rendered problematic, within training and supervision and by employers and 

managers. The chapter will present a synthesis of both strands of analysis 

positioned within the existing literature, followed by an acknowledgement of the 

limitations of the study. 

Second, the chapter will outline the research project’s novel contribution to 

methodological knowledge by presenting an evaluation of the methodological 

approach. This evaluation will draw on selected established evaluation criteria for 

qualitative research (Yardley, 2000). Then, based on the findings presented within 

the thesis, a list of recommendations will be provided for professionals in 

counselling and therapeutic services. The chapter concludes by identifying the 

direction for further research. 

6.1 Returning to the purpose, rationale and aims of the 
research study 
The research project set out to advance understanding of the phenomenon of TSD, 

and to make recommendations on the use of TSD within the counselling and 

psychotherapy professions. The rationale was that current mainstream research on 

TSD: 

• would benefit from a fuller, comprehensive appreciation of the phenomenon 

as situationally constructed through discourse 

• has arguably shown insufficient attention to clients’ subjective lived 

experience academic 
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• and therefore, lacks recognition of TSD as an ongoing, fluid, relational 

phenomenon. 

To address the gaps in the existing literature, three research aims were proposed. 

They were: 

1. To obtain rich descriptions of what it was like for clients to hear material from 

their therapist’s private life. 

2. To explore the ways in which clients made sense of therapist self-disclosure. 

3. To explore the discursive resources relating to how therapist self-disclosure 

was constructed by clients. 

All of these aims involved the underlying assumption that the lived experience of 

hearing and in some cases providing TSD may be more nuanced and complex than 

has previously been outlined in literature. In addition, these aims also involved 

methodological originality in terms of using two different qualitative methodologies to 

analyse a single dataset through a hermeneutic framework. This allowed two distinct 

but complementary analytical lenses to view different aspects of TSD while not 

violating the epistemological assumptions of either approach. 

The narratives covered several different views of TSD. These viewpoints were 

complex and involved a variety of discursive resources and rich descriptions of 

experiences. Nevertheless, certain combinations of discursive resources and 

descriptions predominated. The interviews highlighted the abundance of 

experiences shared by the participants, which appeared to show a level of 

disclosure that could be perceived as greater than might be expected within 

therapeutic settings. TSD is not generally well accepted in practice (Hill & Knox, 

2001). However, this is unsurprising given the topic of the study and considering 

that the selection of participants for the study would naturally be skewed towards 

those who have clear memories of experiences relating to disclosure. Nevertheless, 

several factors may also have contributed to the perceived discrepancy between the 

accepted views derived from training and available literature and the levels of TSD 

described in practice that are worthy of further discussion. 

6.2 Defining therapist self-disclosure 
The literature review identified a variety of ways to define what constitutes a 

disclosure. Given the vast array of definitions that are available to choose from, it 
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seemed essential to define the meaning of disclosure within the study. Gibson 

(2012) highlighted that the available body of literature supported the validity of self-

revealing therapist disclosure as a potentially valuable intervention, adding however, 

that practitioners often struggle with what is appropriate to reveal, as there is no 

current consensus within the literature. Consequently, it seemed sensible for the 

current study to focus on this grey area, where clinicians may face dilemmas 

between theory and practice. Thus, the study employed the working definition of 

TSD as a statement made by the therapist that reveals something about their life 

outside of the therapy room. Arguably, a fundamental part of the IPA involved 

facilitating a clearer understanding of the perspectives participants held about TSD. 

Therefore, it was paramount to first explore how disclosure was defined by 

participants within the study, as the participants’ definitions of disclosure may 

influence whether they recognised themselves as having been a recipient of 

disclosure and how they view disclosure within their own work. 

From the participants’ accounts, one can see that each had experienced some level 

of self-disclosure by the therapists they had seen. This was most evident within 

section 4.1 of the findings, which related to the IPA of the interviews. Here, the 

interpretation of the findings crystallised around three main areas: i) the ideology of 

the ‘good’ therapist, which operated through the intuitive and attuned relationship 

between the therapist and the client, and the theoretical knowledge that underpins 

the profession, it is within this space that the participants construct meanings of 

disclosure; ii) contradiction is often presented within this construction process; iii) 

the construction of the ‘good’ therapist is held in place by the discourse of training, 

supervision and the managerial staff within the therapeutic services that employed 

the participants. 

The most concise answer to the research question that can be formulated after the 

double analysis of the participants’ interviews is that disclosure is constructed by 

participants in terms of the relationship with themselves and their relationship with 

the therapist or client. These relationships take place within a variety of spaces from 

the confidentiality of the therapy room to training, supervision, the working 

environment of the therapist and the social spaces frequented by the client. The 

therapists who participated in the study constructed TSD in terms of how they 

engaged discursively within these settings and their constructions of disclosure were 

intrinsically informed by the interactions that take place between these relationships 

and contexts. 
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What is of concern within this study is what this mean for the client. The ways in 

which the participants constructed what it meant to be a recipient of disclosure can 

be seen in the IPA data analysis in section 4.1. Here the findings were presented 

within a particular framework and, therefore, conceptualising the participants’ 

meaning making was situated within the interview, with an awareness that there was 

a distinct possibility that the broader intertwined social spaces of their therapist 

training, supervision and knowledge that underpins the counselling profession may 

have played a part in this process. Consequently, many avenues were explored, 

including how the participants engaged discursively with their self-construct as a 

therapist and how they positioned themselves and created meaning around their 

experience of receiving TSD. In addition, it should be noted that the notion of 

‘positioning’ relies on an ‘other’, and that TSD was constructed within the data set as 

relational. In the discourse analysis (DA) in section 4.2, participants constructed 

what it means to hear disclosure; they deployed a variety of possible subject 

positions that developed and received their meaning contextually and in relation to 

an ‘other’. This section did not seek to refer to a resulting ‘attitude’ to TSD, but 

rather to the ongoing dynamic activity of constructing a position self and discursively 

responding to being positioned by others. 

6.3 Clients’ constructions of therapist self-disclosure 
The narrative of the ‘good’ therapist permeated the data in both the IPA and DA 

sections of the findings chapter. The participant narratives explored how the ‘good’ 

therapist was ‘compassionate’ (79.82); ‘nurturing’ (79.7); ‘honest and open’ (87.2); 

‘relational’ (81.2); ‘real’ (93.2) and ‘able to pick up on the power imbalance’ (81.2) 

while being able to make the client feel ‘contained’ and ‘safer’ (88.1) and ‘keeping a 

therapeutic hat on’ (87.5). Being a ‘good’ therapist required being ‘boundaried’ 

(87.4), for example, having the ability to keep their personal life and professional life 

‘separate’ (108.1.93); they are ‘careful’ (128.7.2) and ‘take time to reflect’ (128.7.3); 

                                                

2 The two-digit numbers in the brackets after each quotation represent the page number 

within the thesis and the participant’s number, which can be found together with the 

pseudonyms of each participant within the table presented on page 57 and again at the start 

of each superordinate theme in section 4.1. 
3 The three-digit number in the brackets after each quotation represents the page number 

within the thesis, the extract number and the line number. The extracts can be found within 
section 4.2. 
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they are ‘clearly working in the interests’ of the client (120.5.7); and only disclose if 

‘it’s appropriate, if the situation calls for it therapeutically’ (120.5.4). The ‘good’ 

therapist ‘obviously’ functions within the context of supportive supervision (113.3.8–

9). Within section 4.2 of the findings, participants constructed disclosure by 

expressing how they positioned themselves and how they positioned their therapists 

in relation to this narrative. They demonstrated alignment with and belonging to 

some of the aforementioned narratives, such as valuing being ‘real’, honest and 

open.  

 Most also positioned themselves as working in the interests of the client. However, 

positioning their therapist within the narrative became somewhat more complex and 

polarised. 

 On the whole the participants affirmed the notion of the good therapist.  In that, the 

participants narratives explored some of the characteristics and behaviours 

associated as normative for those in the category of good therapist.  An overview of 

the attributes assigned to the good therapist that emerged from the data are listed in 

the following table 

Table 6.1The reported attributes of the good therapist  

Attributes of a good therapist that emerged from the data 

Characteristics 

Compassionate 

Nurturing 

Honest and open 

Relational 

Careful  

Real and human 

Behaviours 

are able to pick up and act upon the power imbalance in the therapeutic relationship 

Can keep boundaries 

Behaves in a professional manner, for example they are able to keep their professional life and 
private life separate  

Are able to create and maintain a feeling of containment and safety 

Are able to convey that they are working in the best interests of their client 

Functions in the context of supportive supervision 

Take time to reflect both in session and between sessions 

Kept the focus of the sessions on the client 

Prefaced self-disclosure with information that told why the information was being conveyed to the 
client, and why it was relevant  
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The analysis of how disclosure was constructed by the participants within the 

context of it being used as an intentional therapeutic intervention by their therapist 

(within section 4.1) and by themselves (within section 4.2) was informed by the 

discourse of mainstream literature on the subject. In particular, the guidelines 

provided by Knox and Hill (2003), and the notion that therapists advocated the 

‘minimal’ (137.10.5) and ‘judicious’ (130.8.13) use of TSD emerged as an available 

stance within the data. For example, helpful or neutral disclosures were constructed 

as lacking specific ‘detail’ (81.4) – they were often seen as ‘just a little thing’ (81.7), 

or ‘something really simple’ (81.2). Marcela, who reportedly found her therapist’s 

disclosures helpful, discussed how she perceived the disclosures was 

‘really small, it was I’d say something and he might just say “me too”. It didn’t 

have to be anything big’ (82.2). 

In addition, disclosures that were reportedly perceived by participants as having 

been either neutral or helpful were constructed as ‘good’ (81.5), ‘incredibly 

relational’ (81.2), being ‘really, really helpful’ (81.7) and ‘needed at the time’ (81.5). 

One participant attempted to deconstruct the idea of a helpful disclosure as 

mentioned in the previous chapter. Sarah commented, 

‘it would be with the intent of me being the recipient of the information. Rather 

than them [therapists] being so caught up with their stuff’ (81.7). 

Samantha spoke of the notion that disclosure was a ‘professional thing’ (88.1). In 

the dominant narrative offered by the participants, the ‘good’ therapist was 

professional, and one of the key tasks of the ‘good’ therapist was to maintain the 

focus of the sessions on the client. The line between the focus being on the 

therapist and the focus being on the client was outlined by Samantha when she 

described her therapist saying 

‘we definitely had a conversation about (.) if you don’t want to hear this (.) 

then (.) tell me and I’ll because this is about you not me: kind of conversation.’ 

(87.1) 

Likewise, the notion that the participants ‘always knew why … [the therapist] was 

[disclosing]’ (87.2) was mentioned in the previous chapter. Participants constructed 

the meaning of a ‘good’ therapist in relation to this activity. It would appear from the 

sections of Kym’s narrative in section 4.2 of the findings that the therapist’s role 

involved actively providing an interpretive toolkit to make sense of how the 
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disclosure related to the client and the world around them. Kym described this 

process as her therapist disclosed ‘this is really close to some of my stuff’. Kym 

spoke of how her therapist added 

‘but I think the difference between you and me is … I’ve come to accept that 

is just the way it is for me and that’s okay whereas for you, you really beat 

yourself up for it.’ (82.2) 

Arguably, looking at Kym’s account it can be surmised that the therapist took care to 

equip Kym with information to enable her to readily see the relevance of the 

disclosure. Gelso and Palma (2011) explained that a disclosure’s relevance to the 

client and the position of the client in relation to the disclosure are important 

variables to consider when offering information to a client. Likewise, Audet and 

Everall (2009), Everall (2010), and Wells (2013) expressed that disclosures that 

were closely aligned to the client’s experiences and values were more frequently 

perceived as helpful by clients. The ‘good’ therapist was constructed as achieving a 

range of tasks and possessing numerous personal qualities. Participants who 

positioned their therapist as conveying relevance, constructed the disclosure as 

‘normalising’ (87.6) and ‘appropriate’ (87.7). 

In Chapter 2, a study by Hanson (2005) was reviewed that suggested that TSD can 

normalise the client’s emotions, thoughts and behaviours, can enhance the 

therapeutic relationship and increase the client’s feelings of being understood. 

Samantha spoke of the idea of normalising what she described as a taboo subject 

‘this was shocking in itself because the things that it was normalising (.) 

aren’t (.) perceived traditionally as normal.’ (102.1) 

Participants in this study spoke of the role of disclosure as being a transformational 

one. After hearing the disclosure, the participants constructed the therapist as 

‘human’ (90.6; 92.1) and ‘a real person’ (90.2; 93.2). The therapist was positioned 

as someone who had transformational powers that created ‘a massive shift’ (101.2). 

The disclosures were constructed as ‘pivotal’ (101.8), ‘profound’ (101.6) and 

‘powerful’ (101.2). Within section 4.1 of the findings, Samantha, Kym and Marcela 

constructed themselves as ‘transformed’ clients. The transformations within the 

participants were commented on as being ‘empowered’ (92.5; 98.1) and 

increasingly ‘confident’ (98.2). The participants constructed their relationships with 

their therapists as ‘more connected’ (83.5), and they spoke of feeling ‘grounded’ 

(88.1), and feeling ‘contained and safer’ (88.1). The ‘good’ therapist was constructed 
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as being particularly attuned to clients. This was mentioned in section 4.2 as having 

‘a sense of how [the client] might respond (.) and how [the disclosure] might affect 

them’ (120.5.6). Some participants, for example Samantha and Marcela, could align 

themselves with this thread of the narrative. For example, Samantha spoke of this 

by saying ‘she got what I was trying to say’ (83.1) and Marcela explained that her 

therapist 

‘could truly understand … what I was talking about and eh my-my 

experience eh also the part that I wasn’t able to express verbally.’ (84.5) 

On the whole, the participants affirmed the dominant notion of the ‘good’ therapist, 

however, the DA analysis revealed that some participants positioned their therapist 

marginally outside of this category. These participants positioned themselves as not 

being the focus of the sessions, and they did not construct their post-disclosure 

therapeutic relationships as connected or empowering – rather they were 

constructed as lacking ‘in terms of trust or intimacy’ (86.3). In relation to these 

dynamics the participants perceived that their therapists ‘did’ being a therapist in 

ways that deviated from the normative expected narrative. Here, the transformative 

nature of the disclosures was mentioned in section 4.1 of the findings by Archie as 

something that ‘changed … [the sessions] from being a useful therapeutic space’ 

(88.8) and by Sarah as something that was to ‘signal the end’ of her therapy (97.7). 

However, there seems to be a pull between being able to position the therapist as 

the ‘good’ therapist and a resignation shown towards the disclosure not always 

being able to perform a positive transformation. For example, Archie spoke of this 

by saying it ‘wasn’t a waste of time’ (97.8) and Sarah stated that ‘part of me still 

wanted to be in therapy with [her] because I’d had a year of a really good 

relationship’ (97.7). 

Although some participants did to some degree resist being constructed as 

positively ‘transformed’, the participants still constructed themselves in the data as 

people who saw the experience of receiving disclosure as memorable, in that the 

experiences were described as creating strong memories. It was common for 

participants to recall the specifics of conversations that had taken place many years 

prior to the interviews, such as ‘just remember[ing] sitting there almost frozen’ 

(95.7). While another participant expressed that ‘I mean I really remember it, I erm I 

can erm – I can – really picture the two of us sat there’ (82.6). Within the study the 

experiences were constructed differently by different participants though 
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descriptions of ‘appreciation’ (103.1), ‘anger and crossness’ (91.8) and feeling 

‘shock’ (91.7) – seemingly dependent on the levels of negative emotions the 

participants perceived were displayed by the therapist when making the disclosure. 

In Chapter 2 reference was made to the small amount of research by Goldstein and 

Reinecker (1974) and Dies and Cohen (1976) exploring self-involving statements 

made by therapists that contained strong negative disclosures, such as frustration, 

boredom or anger, and how these had the potential to inhibit the group. Looking at 

the participants’ accounts within this study it can be surmised that therapist’s 

negative emotions accompanying a disclosure had a similar impeding effect. It 

would appear that one of the central aspects of being a ‘good’ therapist is that 

therapists are expected to place the interests of the client above their own. This is 

seemingly experienced through how the therapist feels and behaves within the 

session. It is important to note that, these participants have prior knowledge about 

the beneficial nature of therapy, and possibility are better equipped to access 

therapy through knowledge of the various avenues available. However, none of the 

participants who perceived TSD as unwelcome returned to therapy to address their 

unresolved issues until several years later. Some did not re-enter treatment after 

their negative experience.  This reluctance to re-engage with the therapeutic 

process illustrates the negative impact of their experiences. It suggests that TSD is 

a unique experience and that knowledge of theory is minimally helpful in emolliating 

the effects of negatively received TSD. In no sense did being a therapist diminish 

the experience. 

One of the discourses that emerged in the data was therapy ending after the 

participants experienced hearing disclosures that they perceived as unhelpful. It 

would appear that for a therapist to choose not to put the interest of the client first 

may consequently position the therapist as being perceived as not providing 

adequate therapy. When adequate therapy was not provided, the therapist was 

constructed in the data through a moral lens as one who accepts payment for 

something which is not being delivered. A few participants reflected on this situation, 

and Archie described how in some of the sessions his therapist would talk more 

than he did and ‘he would come away thinking why am I paying … for this?’ (96.8) 

and expressing ‘I had been more of the therapist than-than he had and yet I was 

paying him for the time’ (96.8).  Vicky explained how she would often be ‘sitting 

there towards the end what on earth? and even feeling that she should be paying 

me!’ (96.3). Vicky and Archie described the difficulties they experienced with their 
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disclosing therapists working in private practice. The experiences they described 

were markedly different to how Samantha viewed disclosing from a therapist’s 

perspective, explaining that ‘private practice obviously gives me the freedom’ 

(112.3.6). Being ‘in’ private practice was constructed as offering therapists more 

options to better meet the needs of their clients. In contrast, this disclosing ‘freedom’ 

was viewed as problematic by the clients who were paying and were critical of 

session time being used up by their therapists in this way. 

For those participants who welcomed the therapist self-disclosure they reported a 

range of benefits.  A list of these benefits can be seen in the table overleaf. 

Table 6.2 the reported impact of good therapist self-disclosure on the client  

The impact of good therapist self-disclosure on the client 

Normalising the client’s thoughts, feelings and behaviours 

Model and provide acceptance 

described as transformational or pivotal 

Offered a sense of hope 

Was reported as Scaffolding the acquisition of language required as a fundamental building block 
for the client in becoming psychologically integrated for clients who experiences difficulties at a 
young age or for people when English is not their first language 

Can convey understanding  

Conveys that their therapist trusts them 

Was described as fostering a feeling of being special  

Some clients reported seeing the experience as Empowering 

Described as intensely memorable for many years  

Was reportedly still thought provoking many years later 

 

The participants also described how disclosures that they found helpful improved 

the therapeutic alliance.  I list of the positive changes to the relationship they had 

with their therapist that were attributed to the skilful use of disclosure can be seen in 

the following table. 
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Table 6.3 the reported impact of good therapist self-disclosure on the therapeutic alliance  

the impact of good therapist self-disclosure on the therapeutic relationship 

The power imbalance within the relationship was reduced 

The client felt that their relationship with their therapist was special 

They felt more connected, valued and understood 

They shared a more open and honest relationship 

They could trust their therapist 

They felt they had something in common with their therapist 

The relationship had an increased sense of trust and intimacy  

 

6.4 Therapists’ constructions of therapist self-disclosure 
This section will be structured in the same manner as the previous one according to 

clients’ constructions of TSD in terms of the ‘good’ therapist and the relationship 

with themselves and their clients, and how these relationships occur within the 

broader social and discursive spaces of training, supervision and the social spaces 

frequented by the client. 

A negative experience of TSD as a client did not play a contributing factor in 

whether or not the participants utilised TSD in their work, highlighting a dissonance 

between the participant's personal and professional identity.  Occasionally positive 

experiences as clients informed practice.  In those instances, participants who 

reportedly experienced TSD as positive described profound changes in their 

therapeutic relationships with clients. For some, these changes occurred gradually. 

However, for those participants who shared experiences where they perceived TSD 

to be unhelpful and unwelcome, there was a paradox between their client identity 

and their professional identity. These participants all reported some use of TSD as 

an intentional intervention in their work as therapists. The dissonance between their 

professional intellectual knowledge and their personal experience was evident by 

their pro-disclosing stance in their work.  

6.4.1 Intersections with dominant discourses 
When reflecting on some of the broader social spaces that may have informed the 

participants’ experiences as outlined in section 4.1 and through which their 

discourse may have been constructed within section 4.2, it may be beneficial to 

consider Davies and Harré’s (1990) premise relating to positioning and the 

discursive production of selves. Here, the ideas evolved from the problems inherent 

within the notion of selfhood as a fixed end product. Rather, Davies and Harré 
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(1990) viewed self as constituted and reconstituted through various discursive 

practices, and suggested how an individual’s sense of self and how the world was 

interpreted from their perspective involved a number of processes: i) the learning of 

categories of inclusion and exclusion; ii) participating in discursive practices through 

which meanings are allocated to these categories; iii) positioning themselves as 

belonging to one category and not the ‘other’ category; and iv) a recognition of 

belonging to the world in a certain way and having characteristics that located them 

as a member of various sub-categories which required the development of a moral 

system organised around belonging. In addition, Davies and Harré (1990) 

suggested that experiences of contrary positions are problematic and may require 

some reconciliation, proposing that how participants talked about the way of ‘doing’ 

being a person in relation to these positions, and what attempts were made to resist 

or resolve contradictory positions or use these contradictory positions as a resource, 

helped to focus the researcher’s attention on dynamic aspects of discourse and 

ways in which speakers could negotiate new positions. 

6.4.2 The ideologies of training 
It could be argued that therapists learn about the categories of inclusion and 

exclusion relating to TSD during their training. In section 4.2 of the findings the 

participants briefly explained their experiences of learning about disclosures. Here, 

most of the participants suggested that disclosure was not explored in any detail 

during training, but some participants (for example Samantha, Becca and Kym) 

described how their training warned them against the use of disclosure. Kym stated 

‘I did the (1) training … and (.) there >you were told you should never self-disclose(.) 

even if a cl::ient asks y::ou outright’ (117.4.11–13).  

In Chapter 2 Maroda (1999) and Nut-Williams and Hill (2001) suggested research, 

was sometimes viewed as cautionary, and they argued that many therapists avoid 

the use of TSD possibly because of an overstated sense of their internal supervisor 

or having seen the research that cautions against its use. It would appear that some 

arguments put forward in Maroda (1999) and Nut-Williams and Hill’s (2001) studies 

had clearly infused the participants constructions of TSD within this data. In addition, 

the participants within this study reported that this cautionary approach was evident 

in some of the training they received. This did somewhat reiterate Totton’s (2010) 

portrayal of trainees’ internal modelling of what they believe is expected of them by 

their profession. In section 4.1 the participants reflected on what disclosure ‘does’. 

For example, Marcela explained disclosure by saying she felt ‘connected and that … 
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[her therapist] could truly understand’ (84.5) while in contrast Vicky explored the 

‘judgemental’ (88.3) nature of disclosure and Sarah explained how hearing her 

therapist’s disclosure created a feeling of ‘shock’ (85.7).  

The ground becomes unsteady, however, when exploring how participants construct 

these two aspects as being related to one another. In section 4.1 the disclosures the 

participants experienced were not attributed to their therapists’ training or lack of 

training. However, in section 4.2 the narratives implied that participants were faced 

with contradictory demands as therapists and students that had the potential to 

create an ethical dilemma as their position as ‘good’ therapists required them to 

place the needs of their clients as paramount and their position as ‘good’ students 

required them to follow the guidelines of non-disclosure. Becca described the 

tension between these conflicting expectations as a ‘struggle’ (123.6.8), and 

attempted to reconcile these two contradictory tasks and resolve this dilemma by 

suggesting that the guidelines provided by her trainers were over simplistic and that 

‘clients kno:::w< if you’ve had that experience,> just from the way you talk<’ (123.6. 

13-14). Therefore, Becca negotiated this positional conflict by committing to the 

position of ‘good’ therapist and retained a somewhat complicated position of ‘good’ 

student through a critical appraisal of her learning. 

Other than learning about disclosure in training, in section 4.1 some participants (for 

example Kym and Becca) reportedly experienced learning about disclosure through 

their personal therapy suggesting that their therapy provided opportunities through 

which disclosure and non-disclosure were allocated meaning. Becca described how 

she ‘learned a lot … prior to my own therapy I would have had a very hard time with 

the self-disclosure’ (106.4) and Kym suggested that ‘as I experience more self-

disclosures from my counsellor the more I was able to do it myself in a way that I 

was still being very careful’ (106.2). The temporal nature of the participants’ 

constructs of disclosure were illustrated in section 4.2, where the participants 

discussed how their stance had ‘changed ↓recently’ (108.1.2) and ‘evo::lved and 

become more flexible’ (120.5.2). Some participants voiced not exploring disclosure 

in their training and experiencing unhelpful therapist disclosure within their own 

therapy sessions, and yet all of the participants provided constructs of disclosure 

that could be perceived as positive. For example, the participants constructed 

disclosure as ‘positive’ (128.7.20), ‘very helpful’ (137.10.2) and provided ‘to offer 

hope’ (139.11.6). In one way, this alludes to some possible relationship between 
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length of experience as therapists and positive constructs of disclosure, but in 

another sense, this contributes to the complexity and elusiveness of the constructs. 

6.4.3 Therapists’ constructions of therapist self-disclosure in terms 
of the supervisory relationship 
A few participants reflected on their experiences in supervision. Where constructs of 

supervision did emerge in the data, there were two main thematic features, namely 

supportive supervision and non-supportive supervision. A ‘good’ therapist was 

perceived to be ‘doing’ therapy that could be supported by supervision. Again, this 

experience was constructed differently by different participants, ranging from 

descriptions of powerlessness to ones of agency depending on the amount of 

support the participants perceived was available to them. This area was a clear 

example of when some participants’ constructions of disclosure involved negotiating 

contradictory subject positions. For example, Samantha suggested that she 

‘obviously … went to supervision’ (113.3.8–9), which affirmed the dominant notion of 

a ‘good’ therapist attending supervision. However, Samantha also positioned herself 

outside of this category, as a therapist ‘would have thought better of’ (113.3.19–20) 

discussing her use of disclosure with a supervisor who had the dual role of a 

managerial responsibility. In relation to these dynamics, she was therefore ‘doing’ 

being a ‘good’ therapist in ways that deviated from the normative expectations. This 

dilemma was in part reconciled by the reported speech of Samantha’s supervisor, 

which legitimised Samantha’s position as a ‘good’ therapist who attends to the 

needs of her clients. However, the line between what it meant to explore disclosure 

in supervision was somewhat blurred, in that the participants offered narratives of 

taking their concerns relating to disclosure to their supervisors retrospectively, 

suggesting that their supervisors are left to untangle what has occurred in contrast 

to being in the situation to inform the supervisee on what might occur. Within the 

data, the participant uncritically took this order of events for granted and formed 

meanings around their disclosures on the basis of them. Generally, the participants 

tried to resist any iatrogenic construct of disclosure as having the potential to 

accidentally cause harm, while their intention was to be helpful. Likewise, they 

began with the construct of the client being confrontational or of being caught off 

guard by the client as a starting point and illuminated through their speech and the 

reported speech of their supervisors the ways in which they turned the disclosure 

into a helpful intervention. 
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6.4.4 The ideologies of employers 
In section 4.2 of the findings the dominant narrative provided by the participants 

described the therapist as being attuned to the client, and it was perceived that the 

needs of the client were placed before the needs of the therapist, and the therapists 

were in turn supported by the organisations which employed them. Kym, Vicky, 

Marcela and Charlotte could align themselves to this thread of the narrative, while, 

Samantha, Becca and Sarah could not. Within section 4.2 it became evident that 

Samantha, Becca and Sarah in particular were faced with competing demands as 

therapists and employees. These participants discussed oppositional responses 

from managerial staff to their decisions to use TSD within their work. Samantha 

discussed how her decision to disclose would be something that she would not 

openly share with the managerial staff at her organisation, as she perceived that her 

use of disclosure would have ‘been (.) ↑frowned upon (.) … by the powers that be 

(.)’ (112.3.2). Becca described consistently unsupportive responses from her 

organisation, who reportedly said ‘absolutely no self-disclosure’ (123.6.6), while 

Sarah explained how she ‘got in ↑trouble this week↓ (.) erm and (.)at work (.) over a 

personal disclosure to a client’ (134.9.2–3). These three participants illustrated the 

tension between the reportedly rigid guidelines provided by their employers and the 

descriptions of the fluctuating needs of their clients. The perceived black and white 

nature of the guidelines provided to these participants contradicted the constructions 

of disclosure within the research, where disclosure was often described as an 

intervention that is ‘very much guided by what’s going on within the relationship’ 

(130.8.2–3). Archie suggested that it ‘happens in the mo::ment’ (138.11.13). 

Likewise, in Chapter 2 a study by Geller (2003) suggested that a therapist can 

deepen involvement with a client by becoming more spontaneous and self-

revealing. It would appear generally from the narratives provided in section 4.2 that 

therapists struggle to adhere to the guidelines provided.  

The normative expectation of a therapist’s behaviour and emotional state was 

described as relational and attuned to the client. However, the guidelines lack an 

element of flexibility that would suggest a minimal acknowledgement and respect for 

the credibility of the therapist to use TSD as a dynamic and in-the-moment 

intervention. This reported inflexible approach by employers has the potential to 

create an ethical dilemma for therapists who wish to be able to attend to the needs 

of their clients and adhere to the guidelines provided for them simultaneously. Often, 
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it was seen within the data that the participants resolved the conflicting demands 

placed on them by committing to the position of ‘good’ therapist at the potential 

expense of the ‘other’ position of ‘good’ employee. Samantha articulated her 

position as ‘good’ therapist stating she would be ‘honest’ (111.2.4) with her client 

while implying that she would hide her use of disclosure from her employers 

‘because realistically they are not sat in the therapy room’ (112.3.5). This moral 

discourse was further expressed through Sarah’s description of using disclosure 

and being in ‘trouble’ (134.9.2). 

6.4.5 The social spaces frequented by the client 
One area that appeared to be under-represented within the literature review was the 

exploration of the potential consequences that TSD may have for the therapist. 

These potential consequences were illustrated with the data in section 4.2 of the 

findings, where Sarah constructed the consequences of her disclosure as ‘trouble’ 

(134.9.2). Sarah described getting ‘in trouble’ (134.9.2) for disclosing that her child 

was home-schooled and providing details of relevant organisations to her client’s 

parent. Here, Sarah constructs a ‘good’ therapist working with children, differently to 

the normative expectation of a ‘good’ therapist who works with adults.  In that, 

working with children requires the therapist to take on a role that is more extensive, 

and they are required to accomplish other key tasks against a backdrop of 

supporting the child’s caregivers to make informed decisions about the client’s 

education and well-being. Looking at the narrative provided by Sarah in more detail, 

it became clear through Sarah’s descriptions that the ‘trouble’ ensued not because 

the client or the parent complained, but because the client’s school reportedly stated 

that Sarah had been ‘undermining them by recommending home education’ 

(134.9.18). Therefore, it would appear that the client’s parent offered Sarah’s 

information to the school, and in turn the school contacted Sarah’s employers and 

as a consequence Sarah reported that she was ‘told off’ (134.9.17).  

In Chapter 2, a study by Sweezy (2005) was reviewed, this study focused on the 

asymmetry of the confidentiality within the therapeutic relationship, stating that once 

the therapist had disclosed, this information was no longer private – the information 

now belonged to the client. In addition, Sweezy (2005) suggested that therapists 

can be quoted, misquoted and otherwise discussed and interpreted in the full 

knowledge of their name and workplace. In section 4.2 of the findings, Becca 

described her unwillingness to disclose to a client that she constructed as ‘not safe’ 

(124.6.20). This implied that Becca was being appropriately responsible for her 
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decision to disclose. Becca positioned herself as a knowledgeable and skilful 

therapist who used disclosure discerningly and was able to reflect both on and in 

practice and make delicate in-the-moment decisions. 

6.5 Reflexivity 
Completing this project has involved an intricate, subjective process from gathering 

and critiquing the research on the topic, designing the methodology, teasing out the 

research questions, recruiting participants, conducting and transcribing the 

interviews, conducting the double analysis and constructing and synthesising an 

interpretation of the findings. These activities have been informed by my own 

theoretical, philosophical and professional alliances and my own positionings and 

re-positionings within these alliances as my relationships with the participants 

developed. These relationships began with their recruitment and our single 

meetings for the interviews and continued as I listened and re-listened to the 

recordings, I could hear them speak as I read the transcripts and hope that the 

voices within the synthesised analysis are representative of their voices. Jootun, 

McGhee, and Marland ‘acknowledged that it is difficult not to influence and be 

influenced by the research participants’ (2009, p. 45). 

I am discursively positioned as a student and a researcher by authoring this thesis. 

My epistemological stance of micro-social constructionism is made clear in Chapter 

3. This stance accepts and values multiple realities and contradictory meanings, and 

as a researcher I am positioned as a critical, but not judgemental observer. The 

concept of the ‘good’ therapist was a discursive means to illustrate the tensions the 

participants faced in the real world as clients and therapists. It was not a 

measurement by which they were judged. 

It can be argued that a researcher may be positioned as someone who possesses a 

certain level of academic knowledge of the subject they are researching. Within the 

interviews there are shifts in how the participants position me, in that I am 

sometimes a researcher and sometimes a therapist and supervisor, i.e. an ‘insider’. 

Throughout the interviews there are examples of the participants positioning me as 

a researcher with a degree of familiarity with the subject. At other points in the 

interviews there are instances where the participants made statements that ended 

with you know and you know how it it is. As an experienced therapist and supervisor 

there is a presumption that I know the guidelines provided by the trainers; I know 

that therapists obviously go to supervision. There was a tension between my 
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position as a therapist, causing the interviewee to potentially skate over important 

areas of the research simply because the participant assumed that I already knew 

the answers, and my position as a researcher who was attempting to discover 

information for the very first time. Merriam (2001) discussed the complexity of the 

insider status and, although somewhat over simplistic, it can be argued that being 

an insider grants easy access, the ability to ask more meaningful questions and 

derive a more ‘authentic’ understanding; or, on the other hand, being an insider 

implies inherent bias and a lack of curiosity. 

I began the project with curiosity and a desire to contribute to what is a complex 

topic where there is little consensus. Initially I was excited at the prospect of 

gathering tips and little pockets of wisdom from the participating therapists that I 

would be able to use within my own practice, or provide guidance for therapists that 

would make the whole business of disclosure infinitely more simple. Once the 

interviews began, I very quickly realised that each participant’s perspective was 

quite different, with contradictions both within and across the interviews. As the 

interviews progressed, my respect for the diversity of the participants’ experiences 

deepened, and my curiosity developed. I attempted to be "naive" when asking 

questions. In turn, I started to realise that what seemed to work for one participant 

as a client and what worked for them as a therapist was often very different, and 

what worked for one client group in a certain setting would require a different 

approach in another setting. I had struggled with these different perspectives in the 

early stages of the research and I had often attempted to identify the ‘correct’ one. 

This often ended with drafts being rewritten, yet slowly the whole philosophy of the 

thesis began to celebrate the multiplicity and contradictions inherent within the 

processes of sense-making. 

6.6 Evaluating the methodological approach 
6.6.1 Sensitivity to context 
The study adopted a social constructionist stance and was therefore explicitly 

sensitive to the “social-cultural milieu in which it was situated” (Smith, Flowers, & 

Larkin, 2009, p. 180). In addition, the literature on phenomenological work and on 

TSD was critically evaluated with acknowledgement of the socio-historical 

conditions in which they have emerged, and their capacities, assumptions and 

limitations. As a means to reduce the power imbalance within the interview 

situations, and to promote increased collaboration, every effort was made to put the 
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participants at ease while endeavouring to make the data collection process a joint 

production and to ‘give a voice’ to the participants. Furthermore, the analytical 

processes were grounded in the data. 

6.6.2 Commitment and rigour 
The points noted above also serve to illustrate the study’s commitment and rigour. 

The study showed commitment to the underlying theoretical principles of DA and 

IPA and rigorous engagement with them both separately. By engaging in two 

discrete phases of analysis, this maintained the methodological integrity of each 

approach. The research involved thorough preparation: the study sought to capture 

the reality of the participants’ experiences (Maykut & Morehouse, 2001) while also 

demonstrating the role of language in rendering TSD thinkable, knowable and 

possible. The analysis sought an ideographic focus, seeking to represent the lived 

experiences of the participants within their individual accounts while exploring and 

presenting areas of convergence and divergence, and highlighted the way in which 

participants’ ‘expert’ professional understanding of the concept came to inform and 

be mobilised in client’s talk; looking for overlap and variations within these 

discourses. This was achieved by enlisting the help of my primary and secondary 

research supervisors to raise questions of bias (Guba & Lincoln, 2004; Maykut & 

Morehouse, 2001), and ensuring the resultant interpretative work was situated 

within the broader literature. 

6.6.3 Transparency and coherence 
In pursuit of transparency and coherence, the analysis was conducted thoroughly 

and systematically with sufficient interpretation and grounding in the data. A clear 

audit trail was kept during each stage of the research process to ensure researcher 

integrity and illustrate the trustworthiness of the outcomes (Maykut & Morehouse, 

2001; Silverman, 2011; Smith, Flowers, & Larkin, 2009). The transcript data was 

stored, managed and analysed using NVivo software for efficiency, multiplicity, 

transparency, depth and rigour (Bazeley, 2007). 

6.6.4 Impact and importance 
Potter and Wetherell (1987) emphasised the importance of presenting the analysis 

and conclusions in a way that is both transparent and accessible to the reader. The 

study is relevant both in light of adding to the small body of research that explores 

TSD from the clients’ perspective and the lack of discursive research in this topic 

area. 
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The study has direct impact on practice, in that the study sought to add to the 

existing knowledge base relating to training, practice, supervision and the policies 

provided by those in managerial positions within therapeutic services. To have 

maximum impact on therapeutic practice, the researcher will seek publication in 

counselling journals that publish work using a similar research approach. For 

example, a conceptualisation of TSD that takes into account its socially constructed 

nature could prompt a level of theoretical and conceptual engagement that is 

currently missing from the mainstream literature. Therefore, the study may invite 

researchers to look at the assumptions that are taken for granted and be open to 

alternatives and value individual variations. 

In addition, the use of IPA has allowed participants to reflect on their experiences as 

they attempt to understand and articulate them in all their discursive richness. 

Research on TSD may benefit from the complexity of the contradictions and 

nuances acknowledged and valued within the research, as opposed to trying to 

measure and fix these experiences via a generalised nomothetic explanation. The 

study has implications to inform practice and assist therapists in therapy in 

understanding and making sense of their own experience of TSD. 

6.6.5 Limitations 
As with any research study, there are both strengths and limitations in relation to the 

design and implication of the project. The participants are contextually situated 

within the therapeutic world, some participants used their professional self as a point 

of reference in their own therapeutic process. These refences to the participants 

professional identities were embedded in their accounts and not elicited by the 

researcher.  This constitutes an unexpected window through which to view their 

experiences as clients, and provides an indication of how experiences of therapy 

may differ for therapists as opposed to non-therapists The fact that only eight 

participants were studied calls into question whether these participants could be 

seen as ‘typical’ of those who have received or provided TSD. The small number of 

participants could mean that the study’s findings may have limited transferability to 

the general population (Polit & Beck, 2010; Donmoyer, 1990; Lincoln & Guba, 1985; 

Patton, 2002). Therefore, caution is suggested when taking the findings to be 

generally applicable to TSD. As with all studies, the individuals who volunteer to 

participate versus those who do not come forward may represent some selection 

bias (Schwartz, 1999). The participants are predominantly, white (originating from 

New Zealand (1), Italy (1), U.S.A. (1), Scotland (1), and Britain (3), middle class and 
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female (female (7), male (1)).  The fact that there were more female participants 

than male participants somewhat reflects the counselling community within the 

United Kingdom.  Where according to the 2014 BACP survey of membership the 

gender imbalance is 84% female and 16% male.  There is a similar picture within 

psychotherapy where the United Kingdom Council for Psychotherapy (UKCP) 

membership survey in 2016 reported 74% of members were female, and 24% were 

male (2% preferred not to say). Likewise, women clients are often reported as 

outnumbering male clients in therapy.  In an article by Sherman (2016), women 

constituted 63% of clients in therapy as opposed to the 37% figure occupied by 

males.  However, the lack of male participants within the study also demonstrates a 

limitation in accessing, hearing and giving voice to male experiences of TSD as 

clients and therapists. Developing the notion that there may be differences in the 

experiences of disclosure and the discourse underpinning these experiences, that 

could be informed by gender, would suggest that the participants within the study do 

not mirror the generalised public.  Therefore, suggesting an opening and possible 

need for conducting further research that conceptualises TSD within a framework 

where male clients and therapists discuss their experiences, which could potentially 

provide further valuable insights into the phenomenon.  

 

In addition, the retrospective nature of the participants' accounts may call into 

question participant’s’ perceptions of TSD that may, over time, have been impacted 

by other therapy behaviour, as disclosure cannot be isolated from overall 

experiences (Audet, 2004). It should also be noted that another researcher may 

have wished to conduct interviews with supervisors and/or managers of therapeutic 

services, or collect data in the form of videos of therapeutic sessions. 

6.6.6 Contribution to knowledge 
Within all doctoral research the questions of what the study adds to present 

understanding and its original contribution to the field of research need to be 

addressed (Denzin & Lincoln, 2011; Lynch, 2014; McLeod, 2011; Philip & Pugh, 

2015).  In an attempt to answer these questions several factors that support and 

evidence the originality of the research will be discussed, these include; 

First, how the study expands our understanding of TSD from the clients’ perspective 

by: 
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• capturing the richness and complexity of participants’ experiences 

and meaning-making  

• Exploring bringing new evidence to bear on how therapists talk 

about themselves 

• exploring f how TSD is perceived by clients when English is not 

their first language 

• examining how TSD is perceived by adult clients who perceive they 

possess a limited vocabulary to articulate their experiences 

because they were very young at the time of the experience. 

 

Second, the study’s exploration of the ethical dilemmas that surround the use of 

TSD. 

Lastly, the study’s contribution to research through the application of a novel 

analytical approach. 

The use of a qualitative approach permitted a deeper understanding of the clients’ 

experiences of TSD. The findings supported many of those found in previous 

research, in that disclosures were often seen as validating the client’s sense of 

reality, normalising and promoting feelings of universality, and equalising the power 

imbalance inherent in psychological therapies. The findings were somewhat 

consistent with the study by Knox, Hess Petersen and Hill (1997) where they 

focused on clients’ perceptions of helpful aspects of therapist disclosure, it was 

found that even when a client perceived a therapist’s self-disclosure as helpful, the 

disclosure may also on occasion have evoked negative feelings, reactions or 

consequences to their therapy. One notable feature not mentioned in previous 

research was that even when clients perceive the disclosure to have been unhelpful, 

to the extent that it resulted in the early termination of their therapy, these harmful 

disclosures did also on occasions evoke positive feelings and reactions that were 

immediate and distal.  This was most evident in section 4.1, where the participants 

described feeling ‘really glad that he’s told me’ (94.2). For some this feeling was 

‘accompanied with’ (94.5) a belief that their ‘relationship [with their therapist was] 

more special’ (94.5) or a ‘feeling of being special’ (94.4).  In addition, regardless of 

whether the participants were discussing their positive or negative experiences of 
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TSD, they all reported some sense of feeling that the information was very private 

and their therapists were ‘not telling anybody else’ (165.4). The idea that their 

therapist ‘didn’t freely disclose … in every session of therapy’ (165.1) and was ‘just 

telling’ them was shared by all participants.  This is an important contribution 

because of much of the literature on TSD, does not attempt to explore the negative 

impact of TSD.  Further exploration of these instances of negatively received TSD 

did suggest that the disclosures helped to foster a strong relationship bond between 

the client and the therapist. However, this did not always result in a stronger 

therapeutic alliance. 

As previously mentioned in chapter 2, there is a small body of research investigating 

TSD in actual therapy setting, and it would appear less is known about the hindering 

effects of TSD as experiences by actual clients. The main qualitative studies that 

have explored the phenomenon from the clients’ viewpoint are: Knox, Hess, 

Petersen, and Hill (1997), Audet (2004), Hanson (2005), Wandschneider (2007), 

Wells (1994, 2013) and Bitar, Kimball, Bermúdez, and Drew (2014). These studies 

provide a wealth of detail that describes the lived experience of the participants who 

experienced TSD. While the study uncovered themes similar to research completed 

previously.  Many of the aforementioned studies attempt to address the controversy 

that surround the use of TSD by asking clients about their perceptions of self-

disclosure and nondisclosure.   Rather than simply supporting either position in the 

controversy, this study suggests that perhaps of greater importance is how TSD was 

perceived as negative.  It appears that in all instanced the participants reported that 

it was how the therapist revealed the personal information. The participants’ 

perceptions of the emotion conveyed by their therapist while making the disclosure, 

or lack of it, was the intervening variable that affected the perceptions of the 

disclosure as positively helpful or negatively harmful. Therefore, this research adds 

to a limited area of research by providing new knowledge from the clients’ 

perspective.  In that, the participants’ narratives within this study gave insight into 

the lived experience of clients and the discourse that constructs those experiences, 

which has not been fully explored in the literature.  The study provides an 

exploration of the process of disclosure reported by the participants, which provided 

an opportunity to open up an unexplored area of research.  The suggestion that 

disclosures that were offered in a tone that the participants perceived as normative 

for maintaining a neutral therapeutic stance seemed to be generally received as 

positive.  In contrast, disclosures that were perceived to be accompanied by 
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heightened levels of emotional affect seemed to be generally received negatively. It 

would appear that the impact of TSD varied even within a single therapy session, 

and the experience hinged on the level of accompanying emotion conveyed by the 

therapist and the client’s expectations of what are normative ‘good’ therapist 

behaviours.  

Two further categories not mentioned within the qualitative studies of TSD that 

focused on the clients’ viewpoint were: the exploration of experiences of TSD with 

clients who identify as bi-lingual, where English is not their first language; and the 

views of clients who perceive they possess a limited vocabulary to articulate their 

experiences because they were very young at the time of the experience. First, it 

would appear that the participants in each of these categories found TSD helpful, for 

similar reasons.  Each of these participants expressed that they felt reassured that 

the therapist knew and understood what they were trying to communicate.  In 

addition, after hearing the TSD, they both reported believing that their therapist was 

able to understand the parts of their experiences that they were unable to express 

verbally. Excerpts from their narratives seem to suggest that, for these two 

participants, the experiences of hearing their therapist’s self-disclosure offered a 

sense of similarity and understanding, yet also, supported both of these women in 

being able to vocalise their own experiences and ‘find their voice’. The participants 

reported that TSD in these circumstances has the potential to assist clients to 

provide a more coherent narrative of their own experiences. This new information 

adds to the current knowledge of TSD, and may potentially better assist therapists 

ethically, theoretically and professionally when working with these client groups.  

The study also illustrated the ethical dilemmas experienced by the participants who 

strived to meet the perceived competing demands of training, supervision, the 

guidelines provided by their employers and the needs of their clients. The qualitative 

studies previously mentioned were guided by a phenomenological approach 

(Colaizzi, 1978; Merriam, 2002; Osborne, 1990) to obtain an in-depth understanding 

of clients’ experience of TSD. Generally, these approaches employed a 

phenomenological method chosen to ensure a discovery-oriented approach that 

would enable findings to emerge from the dataset, consistent with the descriptive 

phenomenological approach of Colaizzi (1978).  This study was the first to employ 

DA in the area of TSD.  DA is particularly suited to the investigation of how 

therapists talk about themselves. The DA approach taken within this study is a 

social constructionist one, whereby language is examined in terms of its 
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construction and function (Potter & Wetherell, 1987). In this approach, language is 

considered a form of social action in that people use language ‘,to do things’ and 

achieve interpersonal goals, for example persuading, blaming, justifying or 

accusing. Using an approach that focus on language make “intuitive sense”, as 

therapy in and of itself is fundamentally a form of conversation (McLeod, 2011, 

p.91).  Indeed, one of the strengths of DA, when applied to therapy, is its emphasis 

not just on what therapists do, but how they do it. With such a focus, findings from 

the research could also be used as a training tool by identifying instances of best 

practice. Therefore, the study was able to offer a fresh perspective on TSD, 

including how therapists managed the ethical dilemmas that often surrounded the 

use of TSD, and the alignment practices used by the participants to negotiate these 

dilemmas, and justify their position.   

Lastly, the thesis sought to contribute through adding to the existing knowledge of 

TSD and through the application of a novel analytical approach. Chapter 3 

developed a little-used methodological approach by combining IPA and the 

discursive perspective of DA. The use of this pluralist approach to data analysis 

which complements a phenomenological emphasis on lived experience with a focus 

on the structural context of discourse was consistent with the work of Hood (2015) 

and Colahan (2014) and Colahan, Tunariu and Dell (2012). However, these studies 

took an approach that used IPA and Foucauldian (FDA) on a single body of 

narrative data, whereas this study employed IPA and DA on a single body of data to 

follow two strands of emerging knowledge. This maintained the methodological 

integrity of each approach by engaging in two discrete phases of analysis, 

synthesising by combining the findings at the post-analysis stage of the 

research (O'Reilly & Kiyimba, 2015). This novel methodological approach was 

advocated by Smith, Flowers and Larkin (2009), who suggested that IPA and DA 

seemed complementary, stating there could be value in work that provides a more 

explicit articulation of their relationship, thus suggesting an ontological, 

epistemological and axiological coherence that could provide a deeper theoretical 

understanding and explanation of a phenomenon. This would, therefore, provide a 

depth of rigour appropriate and sufficient to meet the demands of a thesis research 

project. The approach is an important contribution to the existing knowledge base, in 

which Hill and Knox (2003) and Watkins (1990) have been critical of the research on 

TSD for being predominantly quantitative and decontextualised from the therapeutic 
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setting. The study sought to address the scarcity of phenomenological research and 

the lack of available research that seeks to provide a discursive perspective.  

Qualitative research in counselling generally takes an approach that explores how 

clients and therapists perceive and view a problem. The mixed methodological 

approach taken in this study is especially suited to the examination of interactions 

between clients and therapists by investigating what they talk about and how this 

talk is accomplished in therapy.  This topic provides a tangible and justifiable 

contributing that informs the practice of therapy.  Kiyimba and O'Reilly  (2008) argue 

that evidence yielded from discursive studies has the benefit of providing easily 

understandable messages for practitioners, as when therapists examine the findings 

of DA research, they are often naturally drawn to look beyond the conversations to 

see evidence of change.  The use of DA and IPA allows for greater exploration of 

the complexities and subtleties of the phenomenon, in particular the specific ways 

the participants performed particular social actions and managed stake and interest.  

In addition, the focus on language and social action, as well as the social constuct of 

reality is something therapist manage everyday (O'Reilly, Kiyimba & Lester, 2018). 

6.6.7 Clinical implications 
The impact of TSD was described by the participants as pivotal and profound. The 

memories of disclosures, both positive and negative, remained quite vivid many 

years after therapy was completed.  Therefore, TSD may be considered to be an 

intervention that should be applied with some care. It is clear from the findings in 

section 4.2 that therapists often perceive the introduction of inflexibility guidelines for 

the appropriate use of disclosure as creating an ethical dilemma, as they were 

unable to attend to the needs of their clients and adhere to the guidelines provided 

for them. Often, it was seen within the data that the participants resolved the 

conflicting demands placed on them by committing to the position of attending to 

their clients’ needs at the potential expense of the ‘other’ position of adherence to 

the guidelines. Therefore, the following suggestions may be used as guiding 

principles that are not intended to interfere with the responsiveness required for 

effective therapy.  

• As the effectiveness of TSD may potentially be linked to what the client 

perceives as normative behaviour for a ‘good’ therapist, in the early stages 

of the therapeutic relationship it may be wise to refrain from sharing any 
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information relating to past or present personal issues, until the therapist as 

time to gauge the clients’ expectations. 

• Low-level disclosures that were described in section 4.1 as cognitively 

elusive and were similar to everyday conversations or ‘kitchen talk’ (81.4), 

these disclosures lacked ‘detail’ (81.4), where ‘often been just a little thing’ 

(81.7), ‘mundane’ (81.2) or ‘something really simple’ (81.2), were frequently 

seen as successful in building rapport, trust and grounding the participants. 

• From analysing the data, it would appear that disclosures were perceived by 

participants to be most helpful when they were reciprocal and reassuring. It 

would seem that disclosures from the participant's frame of reference were 

most likely to be received positively. Therefore, the therapist is required to be 

attuned to the needs of the client so as not to inadvertently offer a disclosure 

that is outside of the client’s personal experience.  

• Looking at the participants’ narratives, it would appear that they sometimes 

suggested that TSD can normalise their emotions, thoughts and behaviours, 

and can enhance the therapeutic relationship and increase the participants’ 

feelings of being understood 

• A participant who was bi-lingual where English was not her first language 

found disclosures helpful, suggesting that the disclosures created a feeling 

that her therapist understood her experience, including those parts that she 

could not verbalise. In addition, the participant suggested that the TSD 

supported her in being able to vocalise her own experiences. Therefore, 

TSD may be potentially useful with clients who have learnt English later in 

life as a second language. 

• A similar experience was described by another participant who believed that 

she was unable to adequately verbalise her experiences as they happened 

when she was so young. Likewise, TSD may potentially assist clients who 

are addressing issues that relate to their early childhood experiences by 

supporting them to make sense of and articulate their experiences more 

fully. 
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• Expanding on the use of disclosure with clients who have limited vocabulary, 

it may be realistic to assume that clients who experience some limited ability 

in identifying and describing their emotions may also find TSD a useful 

intervention.  

• It is important to note the iatrogenic nature of TSD, in that, disclosures that 

are offered with good intentions may have negative consequences for the 

client.  While the impact does not appear to be linked to the therapists’ 

intentions, participants often described a positive outcome for disclosures 

where they reported knowing and understanding why their therapist shared 

the information.  It may be beneficial to discuss why the disclosure is being 

made and ask if this would be acceptable to the client prior to disclosing.  

• However, it should also be noted that even disclosures that were reportedly 

viewed as helpful may bring about some negative thoughts, emotions or 

consequences to therapy. Therefore, it may be prudent to use an 

incremental approach, whereby the therapist asks the client if hearing about 

someone else in a similar situation may be helpful. 

• From analysing the data, it would appear that the participants preferred 

hearing TSD that supported a belief that they were similar and had 

something in common with their therapist, rather than TSD that highlighted 

differences between them.   

• After TSD, participants described feeling special or having a special 

relationship with their therapist, and these feelings continued long after 

therapy was completed. However, this feeling of specialness did not always 

result in an enhanced therapeutic relationship, and some cases resulted in 

early termination of therapy. All of the participants expressed the belief that 

their therapist had not shared this information with other clients.   

• Where the disclosure was perceived as professional and showing some level 

of similarity this feeling of specialness often resulted in enhancing the 

therapeutic alliance.  

• The impact of TSD was found to depend on the context in which it occurred 

and the way in which it was delivered by the counsellor, emphasising the 
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importance of a responsiveness approach. From a clinical perspective, in the 

instances in the data where participants experienced TSD as unhelpful, this 

was most often seen when the material within the disclosure was still 

perceived as unresolved for the therapist, and the participant experienced a 

negative effect accompanying the disclosure.  

• Where TSD was accompanied with heightened levels of affect this often 

resulted in early termination of therapy. In these circumstances, the clients 

expressed feeling closed down and censoring themselves.  

• The analysis of the data within the study suggests that therapists are often 

unaware of the impact their disclosure may have had on their client. All of 

the participants expressed a reluctance to provide negative feedback to their 

therapists, even when the disclosure resulted in their decision to terminate 

therapy. All of the participants who reportedly terminated therapy because of 

the disclosure(s), continued to attend sessions for some weeks or months, 

not engaging fully in the therapeutic process before they stopped the 

sessions. Therefore, carefully monitoring client responses to TSD or 

providing opportunities for feedback may be potentially helpful.  

• One participant believed that she still found her experience of TSD difficult 

because it was not addressed at the time. It may be beneficial to preface 

TSD with conversations to assess how therapists can potentially assist 

clients to process any disclosures.  

• One participant reported believing working in private practice gave her more 

freedom to use TSD. However, two participants expressed their displeasure 

at having to pay to listen to their therapist’s problems.  It would seem that 

lengthy, detailed or frequent use of disclosure where the focus is detracted 

from the client can potentially be problematic.  Therefore, it may be 

reasonable to assume that when conducting brief or short-term therapy or 

therapy where the client is self-funded the use of TSD is kept to a minimum 

as advocated by Knox & Hill, (2003). 

6.6.8 Training implications 
Appropriate training is essential to help therapists recognise when TSD may be a 

useful intervention for a client, and how to attune the disclosure to the client’s 
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individual needs. Likewise, training will assist therapists in assessing whether or not 

to answer a direct question from a client, and if not, how to do this with compassion 

and adequate justification, so that clients are not alienated by the experience. The 

data suggests that it is common for therapists to discuss disclosure in supervision 

after a question or disclosure has occurred within a therapy session. However, it is 

important for therapists to engage in this exploration in clinical supervision prior to 

incidents relating to disclosure arising. This will hopefully reduce the incidents of 

therapists feeling ‘caught off guard and making impulsive disclosures. However, 

before this can happen, supervisors will need to be familiar with the current research 

and will require training to assist supervisees in open and honest discussions about 

disclosure. 

6.6.9 Research implications 
It is evident from the review of existing literature and the analysis within this study 

that the way in which research is conducted has implications for the quality of the 

findings. The analysis of the data within the study suggests that therapists are often 

unaware of the impact their disclosure may have had on their client. Therefore, 

studies which seek to explore clients' experiences of disclosure may provide more 

accurate information for therapists. Nonetheless, it is important that the research 

has direct relevant to practice. It may be beneficial for further research to focus on 

how therapists have conversations with clients about disclosure, and how therapists 

assist clients to process any disclosures that may have been provided as a result of 

these conversations.   The gender imbalance within this study and many of the 

earlier analogue studies suggest there may be a need to study TSD from the 

perspective of male clients, to provide a fuller picture of the impact disclosure has 

on clients.  One area examined by this research described how the participants 

struggled with the policies and guidelines provided by their employers, suggesting 

that the policies in the UK lacked an adequate understand of the complexity of TSD 

in frontline work, and consequently were relying too heavily on blanket solutions 

delivered to fit all clients. Therefore, further research that could inform policymaking 

would be beneficial. The challenge in making such an argument, as so often in 

qualitative research, was the aim to collect detailed information obtained through a 

limited number of in-depth interviews, is often brought about by the difficulties in the 

broader context, i.e. the rationale for undertaking the research in the first instance. 

However, exploring the changes that were evident in the participants accounts, 

suggests that this methodology could then be applied to an institutional or 
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organisation context in which therapists are working, and various possibilities for 

collaboration may exist in that context.   

Given that this study is also concerned with advancing a mixed methodological 

approach, there is undoubtedly a variety of social phenomenon that might benefit 

from methodological pluralism. There are a variety of ways of designing a pluralistic 

methodological approach to qualitative research, and this study provides one 

combination.  
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Chapter 7 Conclusion 

Much of the earlier research on therapist self-disclosure (TSD) involved analogue 

studies, whereby participants were exposed to short pseudo-therapy vignettes. 

More recently the focus of research has altered to examine actual clients’ 

experiences and perceptions of TSD, although these studies are still relatively 

scarce. This study has attempted to add to the more recent body of work that 

conceptualises TSD within a framework where clients discuss their experiences, by 

asking eight participants who had experienced TSD as clients the primary research 

question: 

How does non-immediate, verbal therapist self-disclosure of a similarity 

affect clients and the therapeutic process? 

Although all of the participants in the study were asked to speak about their 

experiences as clients, they were also counsellors or therapists themselves. 

Therefore, a secondary research question was also asked of the data 

After their experiences as clients, how did the participants construct their 

own use of self-disclosure as therapists? 

The methodologies were interpretative phenomenological analysis (IPA) and 

discourse analysis (DA), and results of these were synthesised at the post-analysis 

stage (as described in Chapter 3). 

Within section 4.1 of the findings which related to the IPA of the interviews, all the 

participants described having some experience of receiving TSDs that they found 

helpful as clients. Four of the eight participants also expressed experiencing TSDs 

that they perceived as unhelpful. All of these participants reported that they did not 

discuss the unhelpful aspects of the disclosures with their therapists. However, the 

participants stated that these unhelpful disclosures often resulted in the early 

termination of therapy. 

Within the DA of the interviews in section 4.2, many of the participants’ narratives, 

guidelines provided by trainers, employees and supervisors were described that 

reportedly advocated an absolute restriction of the use of TSD. While this may be 

adequate when training novice therapists and would possibly help guard against the 

iatrogenic nature of disclosure, a further exploration of some of the complex ethical 

dilemmas that may accompany decisions to disclose or not disclose may provide 



183 

 

additional benefits to students. For instance, trainees would gain a better 

appreciation of how a client’s disenfranchised background of emotional, physical or 

sexual abuse can potentially create heightened vulnerability to therapist exploitation 

due to increased power differentials. This can lead to boundaries being 

transgressed and TSDs being made that have the potential to recreate a dynamic 

within the therapy room that somewhat mirrors the client’s history. While, it would 

seem most probable that the client would not provide negative feedback on the 

impact of the disclosure, it is most plausible to assume that such clients would 

greatly benefit from containment and a sense of strong boundaries. It may also be 

advantageous to make trainees aware of some of the potential consequences of 

TSDs, such as the idea that once their information is shared with a client this 

information subsequently belongs to the client and can be shared by them at will. 

This could hypothetically create a situation whereby what they considered to be 

private information was now common knowledge, or place them in a position where 

they would have to justify sharing the information with their client against the 

guidelines provided by their training establishment or employer. 

In contrast, in section 4.2 of the findings, the participants discussed the use of TSD 

in their work. Within the narratives the participants reported that, while they were 

working as therapists, they had all used some level of disclosure. However, they 

stated that they did not begin to use these interventions until they had gained more 

confidence and experience as therapists. The participants described how the use of 

TSD was often not permitted in the guidelines they had received from their training, 

employers or supervisors. Reportedly these guidelines lacked any flexibility and did 

not acknowledge the therapists’ skill and knowledge that enabled them to use TSD 

as a dynamic and in-the-moment intervention. The participants spoke of how 

inflexibility of the guidelines often created ethical dilemmas for them, as they were 

unable to attend to the needs of their clients and adhere to the guidelines provided 

for them. Often, it was seen within the data that the participants resolved the 

conflicting demands placed on them by committing to the position of attending to 

their clients’ needs at the potential expense of the ‘other’ position of adherence to 

the guidelines. 

The addition of information relating to TSD in supervisors’ training would increase 

the potential for improved clinical practice. This knowledge would make it more likely 

for supervisors to initiate conversations about TSD with their supervisees. There 

may be many benefits to this: supervisees would be offered a safe space to discuss 
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disclosure and would be better prepared and potentially less likely to be caught off 

guard by a client’s question, and less likely to provide disclosures in and automatic 

reactionary way. Likewise, discussions about the use of a more active style of non-

disclosure could be discussed in the context of the supervisee’s therapeutic work 

and experience. In addition, more experienced therapists would be able to reflect on 

and apply principles to their use of disclosure that take into account the client’s 

needs and the therapist’s stance on disclosure, in which a fuller range of 

consequences may be debated that encompasses how the disclosure may 

potentially impact on the client, now and in the future, and how providing the 

disclosure may impact on the therapist. This may include exploring the therapist’s 

justification for disclosing or withholding this information in favour of another 

therapeutic intervention. This could contribute to expanding the therapist’s level of 

awareness and potentially support the therapist with any ethical dilemmas they 

could foresee.  
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Appendix 1 poster 
 

An invitation to counsellors/therapists who have experienced therapist 

self-disclosure when they were a client to participate in a research 

study 

 

Title: A mixed-methods study of the impact of therapist self-disclosure 

relating to a similar shared experience 

 

As a client in personal therapy have you experienced therapist self-

disclosure?  If so, would you be interested in participating in this study? 

 

Please contact Colleen Swinden 

by email on 

 

The study will involve a one-to-one interview to explore how the self-

disclosure impacted on your therapy. The research project aims to: 

examine this experience and how it impacted upon, influenced or 

affected (or not) the possible connection 

between the personal process and 

therapeutic work; discover if the experience 

of this possible connection changed over 

time and how it is experienced now.  The 

study forms part of the DProf in Counselling, 

Psychotherapy and Psychological Trauma at 

Chester University, and has received 

formal Ethics Committee Approval. 
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Appendix 2 Information sheet 
 

 
Information Sheet  

A mixed-methods study of the impact of therapist self-
disclosure relating to a similar shared experience  

Dear 

Thank you for indicating that you are interested in taking part in this research. This Information 

Sheet will hopefully explain what is involved, but if you need further clarification, then please 

do not hesitate to contact me using the contact details below. 

What is the purpose of the study? 

This research is part of a Professional Doctorate in Counselling and Psychotherapy Studies / 
Psychological Trauma that I am undertaking at the University of Chester. I am interested in 

finding out about therapist self-disclosure relating to a similar shared experience that has 

occurred outside of the therapy room, commonly termed non-immediate disclosure from the 

perspective of the client.  I would be interested in exploring your view on, and experience of, 

this. 

What will happen to me if I take part? 

To enable this, if you decide to take part, I will arrange a time to interview you face-to-face at 

your convenience. Your written consent will be obtained through the enclosed consent form. 

The interview will be digitally recorded and take approximately one hour. All co-researchers 

will be sent short extracts of their interview after analysis for close scrutiny and comment. This 
would be done using email and co-researchers would be asked to offer their own interpretation 

of the researchers’ findings, voicing their opinions in response to short extracts of in vivo 

quotations provided, it is anticipated this will take approximately one hour. In addition, should 

you choose to you will be sent a preliminary analysis of your interview which will include short 

extracts.  You would then be offered the opportunity to discuss this with the researcher.  
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The interview will be semi-structured and be focussed around the following 
questions: 

• How long have you been a therapist? 
• What organisations have you worked in? 
• What modality do you use? 
• What is your stance on therapist self-disclosure?   
• Did this stance alter depending on the therapeutic setting? 
• Was your personal therapy part of your course requirements, for personal 

development or was it an issue you were looking to work through? 
• How long were you in therapy for? 
• Could you describe for me how you felt your relationship with your counsellor was 

initially, that is before the self-disclosure? What was happening in sessions and 
your thoughts and feelings about your counsellor? 

• Could you please describe your therapist’s self-disclosure of a similar shared 
experience?  That is, a time when your therapist told you information about his or 
her life outside of the counselling room that was comparable to your own? 

• Can you describe your thoughts and feelings while the counsellor was telling you 
about this? 

• Can you describe how you felt your relationship with your counsellor was after 
hearing this? 

• What happened in the session afterwards? 
• Where there any other instances of therapist self-disclosure? 
• Can you describe if the experience had any impact on your own counselling 

process? 
• How do you feel about your counselling experience? 
• Do you believe the therapist’s self-disclosure had any impact on the result of your 

therapy, if so, how would you describe this impact? 
• What was most beneficial about your counsellor’s self-disclosure? 
• What was least beneficial about the experience? 
• Is there anything you would like to add that you feel is important and hasn’t been 

covered? 
Once the interview is complete, the digital recording will be transcribed. Your transcript will be 

allocated a pseudonym of your choice to protect your anonymity and any identifying features 

in the data will be deleted. Every effort will be made to ensure that transcriptions do not contain 

material that could directly or indirectly identify you. However, there is a small chance that 

deductive disclosure could occur. 

Your right to withdraw without prejudice 

You have every right to withdraw from the research at any time, without prejudice, up until the 

point that the thesis has begun to be written up, which is anticipated to be July 2017. I will let 

you know when that is. Once the writing-up has begun, it will be impossible to remove your 

data as it will be aggregated, making your data more difficult to identify. 

What are the possible disadvantages and risks of taking part? 

I cannot foresee any disadvantages or risks to taking part, except the cost of your time. If for 

any reason, personal issues are stirred for you, I am able to furnish you with details of how to 

access the BACP database which contains a list of suitably qualified therapists in your locality 

whom you may be able to access at your own expense. 
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What are the possible benefits of taking part? 

The experience will give you time to reflect on your work and to share your thoughts. This may 
contribute to something greater at research and policy level. 

What if something goes wrong? 

In accordance with the University of Chester Research Governance Handbook (2014) in the 

unlikely event “that you are harmed by taking part in the research, there are no special 

compensation arrangements”. I will do everything within my ability to ensure your safety and 

confidentiality. However, if you are not happy with any aspect of the research process, please 

raise it with me. If you feel unable to approach me for any reason or after speaking with me 

you are still not happy, you may raise your issue with my Research Supervisor, at the 

University of Chester:  

If you are still unhappy with things, you may then raise it with the Dean of Faculty  

Will my taking part in the study be kept confidential, and how will my data be stored? 

The fact that you are taking part in the research, and everything that you share will remain 

confidential. In the unlikely event that a disclosure of a boundary violation is raised, the 

interview would be discontinued; while you consider the disclosure, and decide whether to 

report the event to your therapist’s professional body, and I would convey the decision to my 

research supervisor.   Current codes of ethics and many practice codes include a requirement 

to report colleagues whose conduct breaches the code (British Association for Counselling 

and Psychotherapy [BACP], 2007).  If it were considered that a boundary violation might have 
taken place, and you wished to report this, details of where you might find appropriate support 

would be provided to assist you through this process. In the unlikely event that Child Protection 

issues are raised, I may have to alert Social Services or Police, but otherwise, what you share 

will form part of the data which will be anonymised by use of a pseudonym of your choice. The 

data will be stored securely in locked premises, and kept encrypted on a password-protected 

computer. Only I, and my Research Supervisor, will have access to the anonymised data. The 

data will be destroyed (shredded or electronically deleted) after five years, in keeping with the 

data protection act.  

What will happen to the results of the research study? 

The completed research will be stored (bound and electronic) at the University of Chester. The 
research will be disseminated in future publications and at conferences. 

Whom may I contact for further information? 

I, the researcher, am:  

My contact details are:  
 

Thank you for your interest in this research. 
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Appendix 3 selection criteria  

 

        PRE-INTERVIEW QUESTIONNAIRE 

A mixed methods study of the impact of therapist self-disclosure relating to 
a similar shared experience 

Please could you complete this questionnaire and return it to me in via email in 
order to help me select participants according to the requirements of my study. If 
you have any queries, please do not hesitate to contact me: Colleen Swinden 
email 1124403@chester.ac.uk 

Section 1 : Personal Details  

Name:  
 
Telephone number(s):  Email: 
 
Gender:  Male Female  
Ethnic origin:  

Section 2 : Counselling/Psychotherapeutic Background  

Are you currently a practising 
counsellor/psychotherapist  Yes / No  

What is theoretical background e.g. Person centred, 
psychodynamic, gestalt, etc. 

 

Please state the counselling environment(s) in which you work, e.g. 
NHS, charity, private practice, etc.  

 

Section 3: Any other relevant information  

………………………………………………………………………………………
………………….………………………………………………………………..… 

Signature ……………………………………………………… Date  

Thank you for completing this questionnaire. 



214 

 

Appendix 4 consent form 

 
Consent Form  

A mixed-methods study of the impact of therapist self-
disclosure relating to a similar shared experience 

 

Name of Researcher: Colleen Swinden      
       Please initial box 

1. I have read and understood the information sheet and 
have had the chance to ask questions. 

 

2.   I agree to the research conversation being audio recorded and  

 transcribed by a professional transcription service.    

 

3.  I understand that my participation is voluntary and that I am free to  

withdraw at any time before the thesis has begun to be written-up,  

without giving any reason. 

 
4.  I agree to take part in this study. 

 
5.  I understand that the data will be written up as part of a thesis and  
     I will not be identifiable in the thesis.  
  
_________________                 _________________   ______________ 

Name Date   Signature 

 

_________________                 _________________    

Researcher   Date    Signature 

 



215 

 

Appendix 5 Results of literature search 
Study type Inclusion of 

non-disclosure 
Qualitative 

 

Participant 
numbers 

Country  CASP 
rating  

references 

Analogue 
studies 
involving 
transcripts, 
videos and 
pseudo 
sessions 
observed by 
participants 
not involved 
in therapy 

  36 clients 
U.S.A. 24 Barrett, M. S., & Berman, J. S. (2001). Is psychotherapy more effective when therapists disclose 

information about themselves? Journal of Consulting and Clinical Psychology, 69(4), 597-603. 
doi:10.1037/0022-006X.69.4.597 

  275 
students 

U.S.A. 5 Borden, L. A., Lopresto, C. T., Sherman, M. F., & Lyons, H. Z. (2010). Perceptions of self-
disclosing counselors among lesbian, gay, and bisexual individuals. Journal of LGBT Issues in 
Counseling, 4(2), 54-69. doi:10.1080/15538605.2010.481958 

x  184 
students 

U.S.A. 2 Carroll, L., Gauler, A. A., Relph, J., & Hutchinson, K. S. (2011). Counselor self-disclosure: Does 
sexual orientation matter to straight clients? International Journal for the Advancement of 
Counselling, 33(2), 139-148. doi:10.1007/s10447-011-9118-4 

  44 
students 

U.S.A. 4 Cashwell, C. S., Shcherbakova, J., & Cashwell, T. H. (2003). Effect of client and counselor 
ethnicity on preference for counselor disclosure. Journal of Counseling & Development, 81(2), 
196-201. doi:10.1002/j.1556-6678.2003.tb00242.x 

x  207 
students 

U.S.A. 1 Fennell, Dena, “The Influence of Gender and Sex Role Orientation on the Perceived 
Effectiveness of Therapist Self-Disclosure”(1995). Masters Theses. Paper 2016. 
http://thekeep.eiu.edu/theses/2016 

x  175 
students 

U.S.A. 3 Fox, S. G., Strum, C. A., & Walters, H. A. (1984). Perceptions of therapist disclosure of previous 
experience as a client. Journal of Clinical Psychology, 40(2), 496-498. doi:10.1002/1097-
4679(198403)40:2<496::AID-JCLP2270400218>3.0.CO;2-9 

x  120-80% 
clinicians 

U.S.A. 2 Goodyear, Rod & Shumate, James. (1996). Perceived effects of therapist self-disclosure of 
attraction to clients. Professional Psychology: Research and Practice. 27. 613-616. 
10.1037/0735-7028.27.6.613. 

  41 
students  

U.S.A. 1 Graff (1970) self-disclosure and effectiveness the journal of experimental education 38 3 p19 -
22 

  235 
students 

U.S.A. 1 Hendrick S S (1988) Counselor Self-Disclosure Journal of counselling and development 66 (9) 
ProQuest p 419 
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Study type Inclusion of 
non-disclosure 

Qualitative 

 

Participant 
numbers 

Country  CASP 
rating  

references 

104 
students 

  24 
students 

U.S.A. 2 Hendrick, S. S. (1990). A client perspective on counselor disclosure (brief report). Journal of 
Counseling & Development, 69(2), 184-185. doi:10.1002/j.1556-6676.1990.tb01483.x 

x  224 
students 

U.S.A. 5 Myers, D., & Hayes, J. A. (2006). effects of therapist general self-disclosure and 
countertransference disclosure on ratings of the therapist and session. Psychotherapy: Theory, 
Research, Practice, Training, 43(2), 173-185. doi:10.1037/0033-3204.43.2.173 

x  151 
students 

U.S.A. 3 Paine, A. L., McCarthy Veach, P., MacFarlane, I. M., Thomas, B., Ahrens, M., & LeRoy, B. S. 
(2010). “what would you do if you were me?” effects of counselor self-disclosure versus non-
disclosure in a hypothetical genetic counseling session. Journal of Genetic Counseling, 19(6), 
570. doi:10.1007/s10897-010-9310-4 

  67 
students 

U.S.A. 1 Nyman, S. J., & Daugherty, T. K. (2001). Congruence of counselor self-disclosure and 
perceived effectiveness. The Journal of Psychology, 135(3), 269-276. 
doi:10.1080/00223980109603697 

  164 
clinicians 

U.S.A. 5 Simone, D. H., McCarthy, P., & Skay, C. L. (1998). An investigation of client and counselor 
variables that influence likelihood of counselor Self-Disclosure. Journal of Counseling & 
Development, 76(2), 174-182 

Studies 
looking at 
the effect of 
TSD on 
clients 

 

 x 9 clients 
Canada  9 Audet, C. T., & Everall, R. D. (2010). Therapist self-disclosure and the therapeutic relationship: 

A phenomenological study from the client perspective. British Journal of Guidance & 
Counselling, 38(3), 327-342. doi:10.1080/03069885.2010.482450 

 x 9 clients Canada  9 Audet C T (2011) Client perspectives of therapist self-disclosure: Violating boundaries or 
removing barriers? Counselling Psychology Quarterly Vol. 24, No. 2, 85–100 

 x 4 clients Canada 8 Audet C T & Everall R D (2003) Counsellor self-disclosure: client-informed implications for 
practice. Counselling and Psychotherapy Research 3(3) 223-231 

 x 10 clients 
U.S.A. 9 Bitar, G. W., Kimball, T., Bermúdez, J. M., & Drew, C. (2014). Therapist self-disclosure and 

culturally competent care with Mexican–American court mandated clients: A phenomenological 
study. Contemporary Family Therapy, 36(3), 417-425. doi:10.1007/s10591-014-9308-4 

x x 18 clients 
Canada  6 Hanson, J. (2005). Should your lips be zipped? how therapist self-disclosure and non-disclosure 

affects clients. Counselling and Psychotherapy Research, 5(2), 96-
104.doi:10.1080/17441690500226658L.  
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Study type Inclusion of 
non-disclosure 

Qualitative 

 

Participant 
numbers 

Country  CASP 
rating  

references 

 x 13 clients 
U.S.A. 8 Knox, S., Hess, S. A., Petersen, D. A., & Hill, C. E. (1997). A qualitative analysis of client 

perceptions of the effects of helpful therapist self-disclosure in long-term therapy. Journal of 
Counseling Psychology, 44(3), 274-283. doi:10.1037/0022-0167.44.3.27 

x x 10 clients U.S.A. 8 Wandschneider D L (2007) considering therapist self-disclosure with client a qualitative study 
focusing on clients’ perceptions thesis 

 x 8 clients U.S.A. 8 Wells H (2013) the clients’ perspective on therapist self-disclosure thesis ProQuest 

x x 9 clients U.S.A. 9 Wells TL (1994) Therapist self-disclosure: Its effects on clients and the treatment relationship. 
Smith College Studies in Social Work, 65: 23-41. doi.org/10.1080/09515071003688165 

  62 clients U.K. 5 Evans, M., & Barker, M. (2010). How do you see me? coming out in counselling. British Journal 
of Guidance & Counselling, 38(4), 375-391. doi:10.1080/03069885.2010.503698 

  8 clients U.S.A. 5 Hill, Clara & Mahalik, James & J. Thompson, Barbara. (1989). Therapist self-disclosure. 
Psychotherapy: Theory, Research, Practice, Training. 26. 290-295. 10.1037/h0085438.  

  604 clients 
U.S.A. 5 Solomonov, N., & Barber, J. P. (2018). Patients’ perspectives on political self-disclosure, the 

therapeutic alliance, and the infiltration of politics into the therapy room in the trump era. Journal 
of Clinical Psychology, 74(5), 779-787. doi:10.1002/jclp.22609 

Studies 
looking at 
TSD in 
sessions  

  300 
clinicians 

Sweden 4 Holmqvist R (2015) The use of self-disclosure among Swedish psychotherapists, European 
Journal of Psychotherapy & Counselling, 17:1, 80-98, DOI:10.1080/13642537.2014.996171 

 x 8 dyads 
U.S.A. 9 Kronner, H. W., & Northcut, T. (2015). Listening to both sides of the therapeutic dyad: Self-

disclosure of gay male therapists and reflections from their gay male clients. Psychoanalytic 
Social Work, 22(2), 162-181. doi:10.1080/15228878.2015.1050746 

  46 dyads 
U.S.A. 8 Levitt, Heidi & Minami, Takuya & Greenspan, Scott & Puckett, Jae & Henretty, Jennifer & Reich, 

Catherine & Berman, Jeffrey. (2015). How therapist self-disclosure relates to alliance and 
outcomes: A naturalistic study. Counselling Psychology Quarterly. 29. 1-22. 
10.1080/09515070.2015.1090396.  

 x 5 clinicians U.S.A. 8 Kircanski K (2014) Student therapists use of self-disclosure with client who have experienced 
trauma thesis ProQuest UMI number 3632224 

 mix 16 dyads 
U.S.A. 3 Pinto-Coelho, K G Hill C E & Kivlighan D M Jr. (2016) Therapist self-disclosure in 

psychodynamic psychotherapy: A mixed methods investigation, Counselling Psychology 
Quarterly, 29:1, 29-52, DOI: 10.1080/09515070.2015.1072496 
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Study type Inclusion of 
non-disclosure 

Qualitative 

 

Participant 
numbers 

Country  CASP 
rating  

references 

  143 
clinicians 

U.S.A. 5 Simi, Nicole & Mahalik, James. (1997). Comparison of Feminist Versus Psychoanalytic/Dynamic 
and Other Therapists on Self-Disclosure. Psychology of Women Quarterly - PSYCHOL WOMEN 
QUART. 21. 465-483. 10.1111/j.1471-6402.1997.tb00125.x.  

x x 11 
clinicians 

 U.S.A. 8 Thomas, B. C., Veach, P. M., & LeRoy, B. S. (2006). Is self-disclosure part of the genetic 
counselor’s clinical role? Journal of Genetic Counseling, 15(3), 163-177. doi:10.1007/s10897-
006-9022-y 

Re-
examination 
of literature 
on TSD 

 U.S.A. 75 Barnett, J. E. (1998). Should psychotherapists self-disclose? Clinical and ethical considerations. 
In L. VandeCreek, S. Knapp, & T. L. Jackson (Eds.) Innovations in clinical practice: A source 
book, Vol. 16 (pp. 419–428). Sarasota, FL: Professional Resource Exchange. 

U.S.A. 7 Bridges, N. A. (2001). Therapist’s self-disclosure: Expanding the comfort zone. Psychotherapy: 
Theory, Research, Practice, Training, 38(1), 21-30. doi:10.1037/0033-3204.38.1.21 

U.K. 2 Cobb S M (2015) What passes between client and therapist The Psychologist 28(7) 600-602 

U.S.A. 7 Cole W, Gilbert & Drescher, Jack. (2006). Do Tell: Queer Perspectives on Therapist Self-
Disclosure–Introduction. Journal of Gay & Lesbian Mental Health. 10. 1-6. 
10.1080/19359705.2006.9962420. 

U.S.A. 7 Constantine, M. G., & Kwan, K. K. (2003). Cross-cultural considerations of therapist self-
disclosure. Journal of Clinical Psychology, 59(5), 581-588. doi:10.1002/jclp.10160 

U.S.A. 4 Dixon, Lisa & Adler, David & al, et. (2001). Reexamination of Therapist Self-Disclosure. 
Psychiatric Services. 52. 1489-1493 

U.S.A. 6 Epstein L (1995) Self-disclosure And Analytic Space—some Issues Raised By Jay Greenberg’s 
Paper On Self-disclosure. Contemporary Psychoanalysis 31:229 

U.S.A. 6 Farber, B. A. (2003). Self-disclosure in psychotherapy practice and supervision: An 
introduction. Journal of Clinical Psychology, 59(5), 525-528. doi:10.1002/jclp.10156 

U.S.A. 6 Farber, B. A. (2006). Self-disclosure in psychotherapy. London; New York, NY; Guilford. 
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Study type Inclusion of 
non-disclosure 

Qualitative 

 

Participant 
numbers 

Country  CASP 
rating  

references 

U.S.A. 8 Gelso C J & Palma B (2011) Directions for Research on Self-Disclosure and Immediacy: 
Moderation, Journal of Psychotherapy American Psychological Association 2011, Vol. 48, No. 4, 
342–348 

Canada 8 Gibson, M. F. (2012). Opening up: Therapist self-disclosure in theory, research, and practice. 
Clinical Social Work Journal, 40(3), 287-296. doi:10.1007/s10615-012-0391-4 

U.S.A. 6 Henretty, J. R., & Levitt, H. M. (2010). The role of therapist self-disclosure in psychotherapy: A 
qualitative review. Clinical Psychology Review, 30(1), 63-77. doi:10.1016/j.cpr.2009.09.004 

U.S.A. 8 Henretty, J. R., Currier, J. M., Berman, J. S., & Levitt, H. M. (2014). The impact of counselor 
self-disclosure on clients: A meta-analytic review of experimental and quasi-experimental 
research. Journal of Counseling Psychology, 61(2), 191-207. doi:10.1037/a0036189 

 South 
Africa 

5 Knight, Zelda. (2009). The Problems of Intentional Therapist Self-Disclosure in Psychoanalytic 
Therapy: A Critical Response to Gavin Ivey. South African Journal of Psychology. 39. 93-98. 
10.1177/008124630903900108.  

Germany 7 Kohler S, Guhn A Betzler F Stiglmayr C Brakemeier E L Sterzer P (2017) Therapeutic self-
disclosure within DBT schema therapy and CBASP opportunities and challenges frontiers in 
psychology vol 8 article 2073 doi: 10.3389/fpsyg.2017.02073 

U.S.A. 2 Mahalik, James & Alice Van Ormer, E & L. Simi, Nicole. (2012). Ethical issues in using self-
disclosure in feminist therapy doi10.1037/10343-009. 

U.S.A. 2 Mallow A J (1998) Reconciling Psychoanalytic Psychotherapy and Alcoholics Anonymous 
Philosophy Journal of substance abuse treatment vol 15 no 6 p 493-498 

Australia  0 Nisselle, P. (2004). Is Self-disclosure a Boundary Violation? Journal of General Internal 
Medicine, 19(9), 984. http://doi.org/10.1111/j.1525-1497.2004.46001.x 

U.S.A. 5 Nutt-Williams E and Hill CE (2001) Evolving connections: Research that is relevant to clinical 
practice. American Journal of Psychotherapy, 55: 336-43. 

U.S.A. 4 Peterson, Z. D. (2002). More than a mirror: The ethics of therapist self-disclosure. 
Psychotherapy: Theory, Research, Practice, Training, 39(1), 21-31. doi:10.1037//0033-
3204.39.1.21 

U.S.A. 6 Quillman, T. (2012). Neuroscience and therapist self-disclosure: Deepening right brain to right 
brain communication between therapist and patient. Clinical Social Work Journal, 40(1), 1-9. 
doi:10.1007/s10615-011-0315-8 
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Study type Inclusion of 
non-disclosure 

Qualitative 

 

Participant 
numbers 

Country  CASP 
rating  

references 

U.S.A. 4 Ruddle, Anna & Dilks, S. (2015). Opening up to disclosure. Psychologist. 28. 458-461. 

U.S.A. 5 Sweezy, M. (2005). Not confidential: Therapist considerations in self-disclosure. Smith College 
Studies in Social Work, 75(1), 81-91. doi:10.1300/J497v75n01_06 

U.S.A. 2 Tillman, Jane. (1998). Psychodynamic Psychotherapy, Religious Beliefs, and Self-Disclosure. 
American journal of psychotherapy. 52. 273-86. Doi10.1176/appi.psychotherapy.1998.52.3.273. 

U.S.A. 9 Watkins, C. E. (1990). The effects of counselor self-disclosure: A research review. The 
Counseling Psychologist, 18(3), 477-500. doi:10.1177/0011000090183009 

Israel  4 Ziv-Beiman (2013) Therapist self-disclosure as an integrative intervention journal of 
psychotherapy integration 23 (1) 59074 Doi 10.1037/a0031783 

Anecdotal 
accounts 
with or 
without 
supporting 
case 
vignettes 

x  U.S.A. 16 Billow, R. M. (2000). Self-disclosure and psychoanalytic meaning: A psychoanalytic fable. 
Psychoanalytic Review, 87(1), 61. 

 U.S.A. 2 Bridges, N. A. (2001). Therapist’s self-disclosure: Expanding the comfort zone. Psychotherapy: 
Theory, Research, Practice, Training, 38(1), 21-30. doi:10.1037/0033-3204.38.1.21 

x 
U.S.A. 2 Denney, R. M., Aten, J. D., & Gingrich, F. C. (2008). Using spiritual self-disclosure in 

psychotherapy. Journal of Psychology and Theology, 36(4), 294-302. 
doi:10.1177/009164710803600405 

 U.S.A. 1 Geller, J. D. (2003). Self-disclosure in psychoanalytic–existential therapy. Journal of Clinical 
Psychology, 59(5), 541-554. doi:10.1002/jclp.10158 

 U.S.A. 1 Gutheil T G (2010) Ethical Aspects of Self-Disclosure in Psychotherapy Knowing What to 
Disclose and What Not to Disclose 

x 
U.S.A. 1 Gutheil, T. G. (2008). PATIENT-THERAPIST BOUNDARIES: Boundary concerns in clinical 

practice: The distinction between boundary crossing and boundary violation. Psychiatric Times, 
25(4), 28. 

 
U.S.A. 2 Knight, C. (1998;1997;). The use of self-disclosure by the therapist in the treatment of adult 

survivors of child sexual abuse. Journal of Child Sexual Abuse, 6(4), 65-82. 
doi:10.1300/J070v06n04_05 
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Study type Inclusion of 
non-disclosure 

Qualitative 

 

Participant 
numbers 

Country  CASP 
rating  

references 

 U.S.A. 2 Knox, S., & Hill, C. E. (2003). Therapist self-disclosure: Research-based suggestions for 
practitioners. Journal of Clinical Psychology, 59(5), 529-539. doi:10.1002/jclp.10157 

 U.S.A. 2 Kuchuck, S (2009) Do ask, do tell narcissistic need as a determinant of analyst self-disclosure 
Psychoanalytic Review, 96(6), 1007-1024.pdf 

x U.S.A. 2 Maroda, K. J. (1999). Creating an intersubjective context for self-disclosure. Smith College 
Studies in Social Work, 69(2), 474489.pdf 

x 
U.S.A. 3 Nyapati Rao & Ashwin Mehra (2015) Hurricane Sandy: Shared Trauma and Therapist Self-

Disclosure, Psychiatry: Interpersonal and Biological Processes, 78:1, 65 
doi.org/10.1080/00332747.2015.1015881 

x U.K. 1 Swinden C (2017) What do we tell the children? BACP Children & Young People p22-26 

 U.K. 1 Totton N (2010) boundaries and boundlessness Therapy today 21 (8) p9-15 

 
 U.S.A. 6 Tsai, M., Plummer, M. D., Kanter, J. W., Newring, R. W., & Kohlenberg, R. J. (2010). Therapist 

grief and functional analytic psychotherapy: Strategic self-disclosure of personal loss. Journal of 
Contemporary Psychotherapy, 40(1), 1-10. doi:10.1007/s10879-009-9116-6 

Studies 
looking at 
the effect of 
TSD on 
clinicians 

x x 21 
clinicians 

U.S.A. 7 Balcom, J. R., Veach, P. M., Bemmels, H., Redlinger-Grosse, K., & LeRoy, B. S. (2013). When 
the topic is you: Genetic counselor responses to prenatal patients’ requests for self-disclosure. 
Journal of Genetic Counseling, 22(3), 358-373. doi:10.1007/s10897-012-9554-2 

x x 14 trainee 
clinicians 

U.S.A. 8 Bottrill, S Pistrang, N., Barker C., & Worrell M (2010) The use of therapist self-disclosure Clinical 
psychology trainees’ experiences, Psychotherapy Research, 20:2, 165-180 
doi.org/10.1080/10503300903170947 

x x 12 
clinicians 

U.S.A. 9 Boyden, S. (2005). Psychologist bereavement and self -disclosure: Impact on the therapeutic 
process 

 x 11 
clinicians 

U.S.A. 3 Burkard, A. W., Knox, S., Groen, M., Perez, M., & Hess, S. A. (2006). European American 
therapist self-disclosure in cross-cultural counseling. Journal of Counseling Psychology, 53(1), 
15-25. doi:10.1037/0022-0167.53.1.15 

x x 20 
clinicians 

UK 6 Carew, L. (2009). Does theoretical background influence therapists’ attitudes to therapist self-
disclosure? A qualitative study. Counselling and Psychotherapy Research, 9(4), 266-272. 
doi:10.1080/14733140902978724 
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Study type Inclusion of 
non-disclosure 

Qualitative 

 

Participant 
numbers 

Country  CASP 
rating  

references 

x  400 
clinicians 

U.S.A. 2 Edwards, Carla E; Murdock, Nancy L., (1994): Characteristics of therapist self-disclosure in the 
counseling process Journal of Counseling and Development: Vol. 72, Iss. 4 384-395 

 x 6 clinicians 
U.K. 6 Glue, L. S., & O’Neill, M. (2010). A qualitative investigation into the experience of psychologist’s 

around self-disclosure when working with clients. Procedia - Social and Behavioural Sciences, 
5, 1456-1458. doi: 10.1016/j.sbspro.2010.07.307 

x x 8 clinicians 
U.K. 9 Jeffery M & Tweed A E (92015) Clinical self-disclosure or clinical self-concealment? Lesbian, 

gay and bisexual mental health practitioners’ experiences of disclosure in therapeutic 
relationships counselling and psychotherapy research 15 (1) 41-49 doi 10.1002/capr.12011 

x x 10 
clinicians 

Australia 8 Knowles, Ann & Bugel, Evelyn. (2008). An exploration of counsellor self-disclosure in the 
therapeutic setting. The Australian journal of counselling psychology. 3-10. 

x x 102 social 
workers 

U.S.A./ 
Canda/ 
Israel 

9 LA Porte, Heidi & Search, Jay & Linzer, Norman. (2010). Sharing the Trauma: Guidelines for 
Therapist Self-Disclosure Following a Catastrophic Event. Best Practices in Mental Health: An 
International Journal. 6. 39-56. 

x x 6 clinicians 
New 
Zealand 

7 Miller (nee Johnston), E., & McNaught, A. (2018). Exploring decision making around therapist 
Self-Disclosure in cognitive behavioural therapy. Australian Psychologist, 53(1), 33-39. doi-
10.1111/ap.12260 

x x 8 clinicians 
U.K. 9 Moore, J., & Jenkins, P. (2012). ‘Coming out’ in therapy? perceived risks and benefits of self-

disclosure of sexual orientation by gay and lesbian therapists to straight clients. Counselling and 
Psychotherapy Research, 12(4), 308-315. doi:10.1080/14733145.2012.660973 

x x 10 
clinicians 

Poland 9 Pietkiewicz, I., & Skowrońska-Włoch, K. (2017). Attitudes to professional boundaries among 
therapists with and without substance abuse history. Polish Psychological Bulletin, 48(3), 411-
422. doi:10.1515/ppb-2017-0047 

 x 26 
clinicians  

U.S.A. 9 Satterly, B. A. (2006). Therapist self-disclosure from a gay male perspective. Families in 
Society, 87(2), 240-247. doi:10.1606/1044-3894.3517 

RTC  
x  86 clients 

Israel  2 Ziv-Beiman, S., Keinan, G., Livneh, E., Malone, P. S., & Shahar, G. (2017). Immediate therapist 
self-disclosure bolsters the effect of brief integrative psychotherapy on psychiatric symptoms 
and the perceptions of therapists: A randomized clinical trial. Psychotherapy Research, 27(5), 
558-570. doi:10.1080/10503307.2016.1138334 

88 28      
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Appendix 6 CASP Qualitative research checklist 
 

 

CASP Checklist: 10 questions to help you make sense of a Qualitative research 

How to use this appraisal tool: Three broad issues need to be considered when appraising a 

qualitative study: 

  Are the results of the study valid? (Section A) 

  What are the results? (Section B) 

  Will the results help locally? (Section C) 

The 10 questions on the following pages are designed to help you think about these issues 

systematically. The first two questions are screening questions and can be answered quickly. 

If the answer to both is “yes”, it is worth proceeding with the remaining questions. There is 

some degree of overlap between the questions, you are asked to record a “yes”, “no” or 
“can’t tell” to most of the questions. A number of italicised prompts are given after each 
question. These are designed to remind you why the question is important. Record your 

reasons for your answers in the spaces provided. 

About: These checklists were designed to be used as educational pedagogic tools, as part of a 

workshop setting, therefore we do not suggest a scoring system. The core CASP checklists 

(randomised controlled trial & systematic review) were based on JAMA 'Users’ guides to the 
medical literature 1994 (adapted from Guyatt GH, Sackett DL, and Cook DJ), and piloted with 

health care practitioners. 

For each new checklist, a group of experts were assembled to develop and pilot the checklist 

and the workshop format with which it would be used. Over the years overall adjustments 

have been made to the format, but a recent survey of checklist users reiterated that the basic 

format continues to be useful and appropriate. 

Referencing: we recommend using the Harvard style citation, i.e.: Critical Appraisal Skills 
Programme (2018). CASP (insert name of checklist i.e. Qualitative) Checklist. [online] Available 
at:  URL. Accessed: Date Accessed. 

©CASP this work is licensed under the Creative Commons Attribution – Non-Commercial-

Share A like. To view a copy of this license, visit http://creativecommons.org/licenses/by-nc-

sa/3.0/ www.casp-uk.net  

Critical Appraisal Skills Programme (CASP) part of Oxford Centre for Triple Value Healthcare Ltd  www.casp-uk.net 
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Appendix 7 CASP Sytematic Review checklist 

 

CASP	Checklist:	10	questions	to	help	you	make	sense	of	a	Systematic	Review	

How	to	use	this	appraisal	tool:	Three	broad	issues	need	to	be	considered	when	appraising	a	

systematic	review	study:	

	Are	the	results	of	the	study	valid?	(Section	A)	

	What	are	the	results?	 (Section	B)	

	Will	the	results	help	locally?	 (Section	C)	

The	10	questions	on	the	following	pages	are	designed	to	help	you	think	about	these	issues	

systematically.	The	first	two	questions	are	screening	questions	and	can	be	answered	quickly.	

If	the	answer	to	both	is	“yes”,	it	is	worth	proceeding	with	the	remaining	questions.	There	is	

some	degree	of	overlap	between	the	questions,	you	are	asked	to	record	a	“yes”,	“no”	or	

“can’t	tell”	to	most	of	the	questions.	A	number	of	italicised	prompts	are	given	after	each	

question.	These	are	designed	to	remind	you	why	the	question	is	important.	Record	your	

reasons	for	your	answers	in	the	spaces	provided.	

About:	These	checklists	were	designed	to	be	used	as	educational	pedagogic	tools,	as	part	of	a	

workshop	setting,	therefore	we	do	not	suggest	a	scoring	system.	The	core	CASP	checklists	
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Appendix 8 Excerpts from participants transcripts used in 
Part One of the analysis IPA 
The therapeutic relationship prior to disclosure 

Levels of Trust and judgement – ‘she’d think I was awful and horrendous’ 

 

Files\\Interviews\\Transcript 1 Samantha  
5 references coded, 1.93% coverage 
Reference 1: 0.18% coverage 
I definitely omitted things that I (.) thought she might ↑judge (.) 
Reference 2: 0.13% coverage 
I don’t think it was that conscious to be <honest> 
Reference 3: 0.17% coverage 
Samantha urm so I think that was (.) probably quite natural for me 
Reference 4: 0.22% coverage 
init::ially haha u:rm we’d probably been working together: (.) ↑eighteen months: 
Reference 5: 0.77% coverage 
if sh:e-if sh:e got it (.) Interviewer yeah Samantha she’d think I was awful and horrendous 
Interviewer mm Samantha and she wouldn’t want to o-offer me the compassion that she was 
offering ↑me .hh so I just consistently over months and months shut her ↓down every time she tried 
to offer me this: 
Files\\Interviews\\Transcript 2 Kym 
2 references coded, 0.37% coverage 
Reference 1: 0.10% coverage 
nd I-I struggled to trust him as well 
Reference 2: 0.28% coverage 
there’s this perfect, powerful person who’s gonna be quite critical and I can’t [crosstalk] trust him 
Files\\Interviews\\Transcript 3 Vicky 
2 references coded, 0.48% coverage 
Reference 1: 0.31% coverage 
I think uh…she-I hadn’t yet – opened the locked doors in my mind 
Reference 2: 0.17% coverage 
Vicky: I was very cautious – still 
Files\\Interviews\\Transcript 4 Becca 
2 references coded, 0.49% coverage 
Reference 1: 0.10% coverage 
I saw her for about two years before I really opened up 
Reference 2: 0.39% coverage 
Right and I feel like I’m not being honest because I instead of not-not just not sharing I’m not-I’m it’s 
like telling half-truths [laughter] I don’t-I just don’t want to I don’t have that feeling of safety 
Files\\Interviews\\Transcript 6 Charlotte 
1 reference coded, 0.03% coverage 
Reference 1: 0.03% coverage 
but I didn’t have trust in her 
Files\\Interviews\\Transcript 7 Sarah 
1 reference coded, 0.30% coverage 
Reference 1: 0.30% coverage 
I really liked her, I got on very well with her, I experienced her as very nurturing and kind – erm – I – 
I-I just thought she was-she was a very, very kind person. 
Files\\Interviews\\Transcript 8 Archie 
1 reference coded, 0.21% coverage 
Reference 1: 0.21% coverage 
he was lovely, he was very-very loving, very kind eh very compassionate. 
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Therapeutic relationship prior to disclosure 

Hierarchy and therapist’s reputation – ‘feeling small’ 

 

Files\\Interviews\\Transcript 1 Samantha 
2 references coded, 0.34% coverage 
Reference 1: 0.15% coverage 
I::: perc:::IEVED HER TO BE:: (.) hierarchical to ↑me: 
Reference 2: 0.19% coverage 
I just spent the last eighteen months (.) .hh seeing her as super↑ior to me 
Files\\Interviews\\Transcript 2 Kym 
2 references coded, 1.26% coverage 
Reference 1: 0.84% coverage 
I was terrified of him [laughter] really terrified of him…erm – and I don’t know, I think I became quite 
– small child when I was around him because I remember when I used to go thinking his door was 
so big…and it took me about a year to realise actually his [laughter] door’s a normal sized door, it’s 
just me feeling small 
Reference 2: 0.42% coverage 
Kym: And he sort of represented – I think it’s a lot of transference – he was representing all the 
critical, negative male, older figures that I’d had in my life 
Files\\Interviews\\Transcript 3 Vicky 
1 reference coded, 0.29% coverage 
Reference 1: 0.29% coverage 
here was more of a-a…a different power dynamic in the room 
Files\\Interviews\\Transcript 5 Marcela 
1 reference coded, 0.10% coverage 
Reference 1: 0.10% coverage 
seeing the therapist up there 
Files\\Interviews\\Transcript 6 Charlotte 
3 references coded, 0.08% coverage 
Reference 1: 0.04% coverage 
I was going to see her for expertise 
Reference 2: 0.02% coverage 
I got a lot of expertise 
Reference 3: 0.02% coverage 
very clinical 
Files\\Interviews\\Transcript 8 Archie 
2 references coded, 0.52% coverage 
Reference 1: 0.33% coverage 
I liked him I think my transference with him was that he was a sort of father figure and he was about 
the same age as my dad 
Reference 2: 0.19% coverage 
. I mean he was a very, very established therapist at the time. Eh he 

  



235 

 

Disclosure content 

Disclosure as cognitively elusive – ‘nothing really’ 

 

Files\\Interviews\\Transcript 2 Kym 
4 references coded, 1.03% coverage 
Reference 1: 0.35% coverage 
It’s really hard to know what the first disclosure was, but I’m just trying to think what it was and I just 
– couldn’t really remember. 
Reference 2: 0.13% coverage 
mean it cou-it could be something really simple. 
Reference 3: 0.20% coverage 
little-even very – mundane self-disclosures like “how was your holiday?” 
Reference 4: 0.34% coverage 
Mm yeah…It feels incredibly relational, I think that’s would I, probably if I was to put one word on it – 
well really relational 
Files\\Interviews\\Transcript 4 Becca 
1 reference coded, 0.52% coverage 
Reference 1: 0.52% coverage 
like women woman-to-womaness kitchen talk – so that’s what – pretty much what we share is like 
kitchen talk. She might tell me that she’s planted something in her garden or she’s going to visit her 
daughter, but she does not go into detail [crosstalk] and that’s fine with me 
Files\\Interviews\\Transcript 5 Marcela 
2 references coded, 0.98% coverage 
Reference 1: 0.75% coverage 
Erm…that’s the most difficult for some reason – to think about. Eh…mm [silence] mm [silence] I 
cannot think anything specific now…I think somehow he did eh eh self he did some self-
disclosure…eh but now I cannot catch 
Reference 2: 0.23% coverage 
Yeah – and-and it was good eh – it was eh – eh what I needed at that time 
Files\\Interviews\\Transcript 7 Sarah 
3 references coded, 1.64% coverage 
Reference 1: 0.23% coverage 
I think there’ve been other – other times when I’ve actually been with erm with other people and they 
have said something 
Reference 2: 0.06% coverage 
it’s often been just a little thing 
Reference 3: 1.34% coverage 
I suppose that – I’m aware that that there have been disclosures which have been really, really 
helpful – and they have nearly all been factual which I’ve immediately been able to slot into some 
kind of – yeah that would make sense, almost solution focused sort-sort of thing. But none of the 
self-disclosures were – of a personal nature where they were snot bubbles. There-there was no 
emotion when they made the personal disclosure, it was a fact. And even if it was-it was to do with 
erm – yes erm I lost somebody close to me and this is what I did, it would still be almost factual and 
it would be with me being the intent or the recipient of the information. Rather than them being so 
caught up with their stuff 
Files\\Interviews\\Transcript 8 Archie 
2 references coded, 0.83% coverage 
Reference 1: 0.36% coverage 
-I would say most of the other therapists that I’ve worked with – erm – any sense of their self-
disclosure hasn’t stayed with me i 
Reference 2: 0.46% coverage 
there’s nothing else that really stands out from the others and I’m sure they must all will have 
disclosed at some level erm. But eh – nothing that – sticks in my mind 
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Disclosure content 

‘Me too’ disclosure of similarity – ‘the same with me’ 

Files\\Interviews\\Transcript 1 Samantha 
13 references coded, 3.11% coverage 
Reference 1: 0.33% coverage 
Samantha a:::nd (.2) >I guess you would< say we were stuck (.) and she was trying to o:ffer me 
perspective on my own experience 
Reference 2: 0.04% coverage 
I am a bad person 
Reference 3: 0.14% coverage 
and then one day she went (.4) I've been that person(.) 
Reference 4: 0.21% coverage 
and I remember near the end of therapy sitting and having a conversation with her 
Reference 5: 0.29% coverage 
couldn’t have got anywhere near the depth of work that we did in the therapy without her disclosure 
(.) urm (.2) 
Reference 6: 0.27% coverage 
found it difficult to apply a language to my experi↑ence 'cause it had happened quite young in li:fe= 
Reference 7: 0.22% coverage 
nd I felt less pressure to get the language ri:ght (.) to explain my own experience (.) 
Reference 8: 0.04% coverage 
she kind of knew (.) 
Reference 9: 0.08% coverage 
she wasn’t like a tourist a bit = 
Reference 10: 0.58% coverage 
she had got [what I was trying to say Interviewer mmm Samantha =what I was trying to say: (.) .hh 
urm (.2) and she would ↑offered me language and I might use that for a while and then I’d come 
back with my own language later (.2) 
Reference 11: 0.21% coverage 
about (.2) me feel↓ing (.) empowered about being able to use the langu↑age (.) 
Reference 12: 0.08% coverage 
kinda reclaiming if you like 
Reference 13: 0.62% coverage 
as a positive Interviewer yeah Samantha it's mine and I'm going to use it .hh (.) that’s how I felt 
about the language that’s why I got other language urm but I wanted to use language in the way it 
was in my head not in a politically correct way . 
Files\\Interviews\\Transcript 2 Kym 
4 references coded, 2.76% coverage 
Reference 1: 1.17% coverage 
Kym: It’s really hard to know what the first disclosure was, but I’m just trying to think what it was and 
I just – couldn’t really remember. But I do rem…I-I remember he picked up quite quick what was 
going on I think – with regards to the power imbalance and things and erm…and then – he got in 
contact because he had a relative who’d got ill – and he asked if he could rearrange one of the 
appointments because he wanted to go to hospital with them 
Reference 2: 0.21% coverage 
Kym: But I remember thinking gosh you’re telling me quite a lot of information 
Reference 3: 0.38% coverage 
and sometimes the self-disclosures were really small. It was I’d say something and he might just say 
“me too”…it didn’t have to be anything big 
Reference 4: 1.00% coverage 
and he says “you know this is really close to some of my stuff, and I’m finding it difficult to know 
what to say.” He says “but I think the difference between you and me is that I’m – I know I’m anxious 
in social services erm social situations – but I’ve come to accept that, and that’s just how it is for me 
and that’s okay.” He says “whereas for you, you really beat yourself up for it” 
Files\\Interviews\\Transcript 3 Vicky 
1 reference coded, 0.41% coverage 
Reference 1: 0.41% coverage 
– and my – therapist said something along the lines of “ah it’s much the same with me 
Files\\Interviews\\Transcript 4 Becca 
4 references coded, 1.05% coverage 
Reference 1: 0.17% coverage 
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I remember – thinking that – and over the time that I worked with her – it was more about loss 
Reference 2: 0.32% coverage 
erm when she was in her twenties had been in a bad marriage and when they got divorced her ex-
husband killed her and then shot himself – and so she-I knew she understood loss 
Reference 3: 0.05% coverage 
she did reveal something 
Reference 4: 0.51% coverage 
said to her several times “you don’t understand, you don’t understand” I-I and eventually she 
opened up and she said that she did and she shared a little bit about her own son…So it made me 
realise that – I wasn’t the only one in the world who had issues with their children 
Files\\Interviews\\Transcript 5 Marcela 
5 references coded, 3.77% coverage 
Reference 1: 0.44% coverage 
all my therapists eh used a bit of self-disclosure but eh what eh what I remember – I has stronger 
memory of is of my first therapist 
Reference 2: 0.29% coverage 
Because eh – it was not long that I moved to England and my English was – not good at all 
Reference 3: 0.07% coverage 
I remember quite well 
Reference 4: 2.64% coverage 
once I was speaking about eh my relationship with my mother – and eh describing it describing a bit 
of dynamic eh – my therapist eh erm disclosed that eh she had a similar experience with her mother 
Interviewer: Yeah Marcela: And eh and I was surprised to hear that and-and eh – erm I felt erm – 
yeah I felt more understood and more like eh “oh wow” er yeah I was a therapist in training but at-at 
that time I do you know as a patient eh I-I-I was forgetting about that and so I was eh quite surprised 
to hear from the therapist eh that she had a similar experience Interviewer: Yeah Marcela: And eh – 
erm – and I felt like eh more connected – and that eh she could eh truly understand eh what I was 
talking about and eh my-my experience eh also the part that – I wasn’t able to express verbally 
Reference 5: 0.33% coverage 
I what I remember more is eh – the element of surprise and eh – erm…and having something in 
common 
Files\\Interviews\\Transcript 6 Charlotte 
2 references coded, 0.52% coverage 
Reference 1: 0.40% coverage 
Charlotte: Erm – well it left me really I mean I really remember it, I erm I can erm – I can – really 
picture the two of us sat there and that kind of erm – change – that came about – erm…it-it – I 
suppose the most significant thing for me was that I felt that I could trust her…that she was no 
longer – somebody who was erm – an expert who was delivering – a set pattern of – erm – eh 
exercises 
Reference 2: 0.12% coverage 
And – the very words that came out of her mouth was “don’t worry about it – e-e-exactly the same 
thing happened to me 
Files\\Interviews\\Transcript 7 Sarah 
1 reference coded, 0.47% coverage 
Reference 1: 0.47% coverage 
she’d never really made any self-disclosures apart from the fact that I knew that she went to – eh to 
a particular church which I also went to Interviewer: Yeah Sarah: And that was-that was the only 
thing that-that and she [computer noise] mentioned 
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Disclosure content 

In opposition – disclosure of difference 

 

Files\\Interviews\\Transcript 2 Kym 
8 references coded, 2.49% coverage 
Reference 1: 0.23% coverage 
And only one self-one there’s only one time that he – got it wrong – really…erm he was – 
Reference 2: 0.09% coverage 
I was talking about a difficulty 
Reference 3: 0.10% coverage 
had with relationship with my parents 
Reference 4: 1.33% coverage 
a time when I was ill and I just wanted my parents to be there for me and they weren’t. And then he 
mentioned how his – son had rang at the weekend to say he wasn’t well and how he just wished he 
could come home…And how it was nice that his son could do that Interviewer: Mm Kym: And for me 
that kind of – I don’t know where that came from [laughter] I can’t, all the other disclosures I can 
really say why – it came from, that one was very much “I’m the proud father and I’m so glad my 
ch…” it came from his frame more than… 
Reference 5: 0.05% coverage 
it really went wrong 
Reference 6: 0.20% coverage 
so it was kind of like well I don’t see the relevance of [laughter] that at all 
Reference 7: 0.36% coverage 
I’ve struggled to try and – think afterwards what the emotional reaction was, but I think I just felt 
really sad that I didn’t have that 
Reference 8: 0.12% coverage 
About his life rather than any relevance to me 
Files\\Interviews\\Transcript 3 Vicky 
4 references coded, 5.36% coverage 
Reference 1: 3.03% coverage 
And one of the things that they – dumped on me was [laughter] the task of doing sex education. 
And…I was – met with anxious parents – who [inaudible][00:17:22] “no my baby’s only thirteen, you 
can’t talk to her about sex!” Interviewer: Yeah Vicky: And that sort of – drove me slightly bonkers. 
[empathic] “At thirteen your child could be pregnant!” [inaudible][00:17:11] and they already know all 
these myths off the internet and – and [sigh] I-I got frustrated by it and – as a sort of, as part of the 
public persona bit not the [crosstalk] meaningful stuff Interviewer: Mm Vicky: I disclosed that to my 
therapist 
Reference 2: 1.37% coverage 
and the therapist responded…by sort of drawing herself in…and sitting up a bit straighter…I-I – and 
she then went off – on a conversation about – as a parent she’d found – it was really intrusive and 
controlling the way teachers…thought they knew better than parents [silence] 
Reference 3: 0.24% coverage 
I that was it really in terms of – trust or intimacy 
Reference 4: 0.72% coverage 
icky: Mm…but what she did was align herself with the other side Interviewer: Yeah Vicky: With the 
judgemental side – the – the pointy finger side 
Files\\Interviews\\Transcript 7 Sarah 
7 references coded, 1.58% coverage 
Reference 1: 0.19% coverage 
that she’d had a miscarriage or rather a very, very late erm…it was a very-it was-it was a still birth 
Reference 2: 0.23% coverage 
But it felt to me unrelated, because I was a twelve year old child. Eh to me it-it [crosstalk] felt very, 
very unrelated 
Reference 3: 0.19% coverage 
And it was actually a – traumatic bereavement because he died within three weeks of being 
diagnosed 
Reference 4: 0.33% coverage 
I just remember that was very, very difficult to manage and how I felt unable to talk to anybody. So – 
when she disclosed what she did it-it felt out of context…uncomfortable 
Reference 5: 0.30% coverage 



239 

 

I just remember this sense whereby I’d been feeling quite upset and emotional just remembering my 
dad and-and what had happened and how much I missed him and… 
Reference 6: 0.15% coverage 
So I was – covering that particular topic, more the shock – more than his death. 
Reference 7: 0.19% coverage 
completely shocked and actually as a replication of the same shock I found over my father’s death 
Files\\Interviews\\Transcript 8 Archie 
8 references coded, 2.35% coverage 
Reference 1: 0.04% coverage 
inappropriate 
Reference 2: 1.04% coverage 
around wanting to hug my dad. Erm my dad …  and eh erm I-I remember when I was twelve or 
thirteen erm going to give him a goodnight kiss or whatever and he kind of basically said you know 
you’re too old for that now. And that was-that was when we stopped – any kind of physical contact 
really and I kind of really missed that. So I was kind of looking, exploring the loss 
Reference 3: 0.25% coverage 

e-he was an older – man. He would have been I would sixties, early seventies at the time. 
Reference 4: 0.27% coverage 
he had a he’d married a much younger woman late in life and he had a-a little boy who was about 
six 
Reference 5: 0.43% coverage 
And eh one of the things that he shared with me was that eh he wouldn’t erm – eh wouldn’t be there 
to see his son get old or you know grow up and stuff like that 
Reference 6: 0.12% coverage 
it-it was more collegiate I suppose erm. 
Reference 7: 0.14% coverage 
misinterpretation of person-centred you know 
Reference 8: 0.08% coverage 
more of a-a mutual sharing 
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Disclosure process 

Therapeutic language – ‘keeping a therapeutic hat on’ 

Files\\Interviews\\Transcript 1 Samantha  
6 references coded, 2.92% coverage 
Reference 1: 0.52% coverage 
 (.2) at the ti:me no: (.2) urm (.2) we definitely had a conversation about (.2) if you don’t want to hear 
this (.) then (.) tell me and I’ll shut up because this is about you not me:: kind of conversation 
Reference 2: 0.67% coverage 
it's mine and I'm going to use it .hh (.) that’s how I felt about the language that’s why I got other 
language urm but I wanted to use language in the way it was in my head not in a politically correct 
way .hh whereas she: was using it in a politically correct- way 
Reference 3: 0.81% coverage 
I think it's important in the sense that (.2) I perceive it to be her job in that context to make sure that 
(.) we are safe= Interviewer yeah=so if (.) if she (.) extended herself (.) beyond being a counsellor in 
order to a:ccess what she was disclosing .hh (.) then I guess she would probably be at risk= 
Interviewer mm Samantha =and not be able to contain the session (.) 'cause= Interviewer yeah 
Samantha =too much of her stuff would be there as well 
Reference 4: 0.27% coverage 
mm I guess it makes it .hh almost more ↑grounded (.) than if she is using emotionally charged 
language ]= 
Reference 5: 0.45% coverage 
=like I'm using .hh (.4) that she’s:: (.) that she’s containing her part and (.) and making it  safer (.) 
urm and that vis-à-vis .hh it can be contained and can be made safer: 
Reference 6: 0.21% coverage 
=terms of disclosu:re .hh (.) urm (.2) clearly it was still a professional thing 
Files\\Interviews\\Transcript 2 Kym  
8 references coded, 1.56% coverage  
Reference 1: 0.07% coverage  
he was quite careful with it 
Reference 2: 0.14% coverage 
just…real person who’s being very open and honest 
Reference 3: 0.11% coverage 
So it was always done in quite a subtle way 
Reference 4: 0.08% coverage 
I always knew why he was doing it 
Reference 5: 0.12% coverage 
what was useful to me and it was tailored to me 
Reference 6: 0.62% coverage 
And for me that kind of – I don’t know where that came from [laughter] I can’t, all the other 
disclosures I can really say why – it came from, that one was very much “I’m the proud father and 
I’m so glad my ch…” it came from his frame more than… 
Reference 7: 0.24% coverage 
it went wrong, so it was kind of like well I don’t see the relevance of [laughter] that at all 
Reference 8: 0.17% coverage 
About his life rather than any relevance to me 
Files\\Interviews\\Transcript 4 Becca 
2 references coded, 0.73% coverage 
Reference 1: 0.24% coverage 
I needed that, I needed somebody who was going to be boundaried. But yet she was able to 
disclose certain things about herself 
Reference 2: 0.49% coverage 
So if she disclosed too much then that would have made [crosstalk] her more real and I don’t think I 
wanted that, so we kind of both – it was almost an unwritten piece that we both came to an 
agreement that – she would disclose a certain amount and I didn’t probe 
Files\\Interviews\\Transcript 5 Marcela  
4 references coded, 2.21% coverage 
Reference 1: 0.48% coverage 
When she self-disclosed her experience eh and the way she was eh – erm…she was still the same, 
I mean she was still the – the same way of talking 
Reference 2: 0.73% coverage 
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because I think eh it may be different if eh she was eh – like eh softening herself Interviewer: Yeah 
yeah Marcela: Erm – making it more eh like eh erm…eh how-how can I say…eh or like if I tell you a 
secret no eh it’s a…eh 
Reference 3: 0.66% coverage 
Yeah – and-and it was good eh – it was eh – eh what I needed at that time Interviewer:Yeah 
Marcela:And eh erm – and that helped ignore it humanised the-the therapist 
Reference 4: 0.34% coverage 
Yeah yeah he was-he was doing it eh anyway keeping eh hi-his hat on the therapist [laughter] and 
eh 
Files\\Interviews\\Transcript 6 Charlotte 
1 reference coded, 0.14% coverage 
Reference 1: 0.14% coverage 
So there’s a lot of normalising and – building resilience within you and [crosstalk] yeah that’s quite 
therapeutic [crosstalk] 
Files\\Interviews\\Transcript 7 Sarah 
2 references coded, 0.31% coverage 
Reference 1: 0.19% coverage 
I feel that personal disclosures can be helpful. But I feel it needs to be appropriate to the client 
Reference 2: 0.12% coverage 
made the therapy space feel contaminated and extremely unsafe 
Files\\Interviews\\Transcript 8 Archie 
1 reference coded, 0.41% coverage 
Reference 1: 0.41% coverage 
yes I it-it changed it from being a useful therapeutic space to one that I was just – erm doing to-to 
meet the criteria for my accreditation really 
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Disclosure process 

Emotionally charged language – ‘dissolved into tears’ 

Files\\Interviews\\Transcript 1 Samantha (2) 
1 reference coded, 0.11% coverage 
Reference 1: 0.11% coverage 
kinda being (.) spewed all over the table 
Files\\Interviews\\Transcript 2 Kym 
3 references coded, 0.66% coverage 
Reference 1: 0.34% coverage 
I got this impression this proud feeling that his son felt – that he was able to do that…so that kind of 
went a bit wrong that one, 
Reference 2: 0.20% coverage 
o it was kind of like well I don’t see the relevance of [laughter] that at all 
Reference 3: 0.12% coverage 
About his life rather than any relevance to me 
Files\\Interviews\\Transcript 3 Vicky 
5 references coded, 1.77% coverage 
Reference 1: 0.89% coverage 
and she then went off – on a conversation about – as a parent she’d found – it was really intrusive 
and controlling the way teachers…thought they knew better than parents [silence] 
Reference 2: 0.20% coverage 
I’m a naughty person, I’m a bad teacher” 
Reference 3: 0.10% coverage 
Yes – it wasn’t nice 
Reference 4: 0.23% coverage 
judgemental side – the – the pointy finger side 
Reference 5: 0.36% coverage 
I went into – “okay how do I de-escalate the conflict in this situation?” 
Files\\Interviews\\Transcript 7 Sara 
6 references coded, 0.48% coverage 
Reference 1: 0.15% coverage 
e been on the receiving ends of some very awful self-disclosures by therapists 
Reference 2: 0.04% coverage 
kind of came out with 
Reference 3: 0.01% coverage 
just 
Reference 4: 0.12% coverage 
ut I was a twelve year old child, it was wholly inappropriate 
Reference 5: 0.11% coverage 
I was so guarded with her because I didn’t want to upset her 
Reference 6: 0.05% coverage 
and – lots and lots of tears 
Files\\Interviews\\Transcript 8 Archie 
3 references coded, 0.51% coverage 
Reference 1: 0.21% coverage 
one of the issues which led to some of the inappropriate self-disclosure w 
Reference 2: 0.09% coverage 
nd-and then he burst into tears 
Reference 3: 0.22% coverage 
It certainly-it certainly erm changed the nature of the relationship yeah 

 

 

 

 



243 

 

Short-term impact  

Alterations in the therapeutic relationship – ‘the doors to trust’ 

Files\\Interviews\\Transcript 1 Samantha (2) 
10 references coded, 5.42% coverage 
Reference 1: 0.13% coverage 
I was e- was able to be fa::r more truthful with her 
Reference 2: 0.17% coverage 
my initial response was (.2) to be defen- to be defensive of ↑it (. 
Reference 3: 0.30% coverage 
I didn’t want to have >empathy for her experience or for her to have any capacity< to a::ctually get 
the experience 
Reference 4: 0.55% coverage 
she was-she was taking away the special↑ness almost of the experience that I had (.) 'cause she’d 
had it as ↓well (.2) urm but ultimately that were a good thing (.) but that was-that was what my 
defensive response 
Reference 5: 0.71% coverage 
I almost wanted permission to (.2) feel as crap about myself as I did or about [that]= Interviewer 
[yeah] Samantha =part of myself as I did (.) .hh <and> sh::e couldn’t give it ↓me [because]= 
Interviewer [no:] Samantha =she didn’t feel it for her o:wn experience of that (.) 
Reference 6: 0.18% coverage 
so I think I was trying to one up on her constantly (.) ↑ it never worked 
Reference 7: 1.28% coverage 
↑it was about that (.) and it (.) it wasn’t about- that 'cause like you- urr I can imagine how in a 
therapy context that would be MISCONS::TRU::ED Interviewer mm: Samantha but (.) do you know 
what I mean= Interviewer I am FISHING AROUND Samantha =you don’t want to be in competition 
with your therapist kinda ↓thing (.2) .hh but it wasn’t (.) >it wasn’t< (.2) it was ↑about that but= 
Interviewer yeah Samantha =it was about that (2.) it was about that because that’s: what it was 
about in my head 
Reference 8: 0.40% coverage 
but then she would give it me back (.2) as if it was kind of a doorway for me= Interviewer yeah 
Samantha =to get what I needed (.) to get to a place in my reality 
Reference 9: 1.11% coverage 
I realistically the thing I needed to get to in my therapy was (.) a:ll the way down here in a kind of= 
(points downwards) Interviewer mm: Samantha =yeah sort of a depth of my experience that I wasn’t 
(.) urr I [s.l. hadn't I just wasn’t at that point willing to go to (.2) and I couldn’t just go o:kay I've 
decided I want to talk about this great poignant thing= Interviewer yeah Samantha =so urm we had 
this (.) breadcrumb trail to it 
Reference 10: 0.58% coverage 
I- I couldn’t have got anywhere near the depth of work that we did in the therapy without her 
disclosure (.) urm (.2) and arguably if I’d (.) n:ot got to that depth of therapy I wouldn’t (.) be doing 
what I'm doing ↑now either 
Files\\Interviews\\Transcript 2 Kym 
2 references coded, 0.36% coverage 
Reference 1: 0.22% coverage 
felt – more like he trusted me, so I could trust him more…he was more of a real person, 
Reference 2: 0.14% coverage 
Yeah and it was all based around – what was useful to me 
Files\\Interviews\\Transcript 3 Vicky 
3 references coded, 1.15% coverage 
Reference 1: 0.43% coverage 
was still doing my damnedest to be client, but the trust – thing was completely emptied 
Reference 2: 0.29% coverage 
but it was enough to knock me back a long way – put it that way 
Reference 3: 0.43% coverage 
Mm – the overriding emotion…exasperation I think…disappointment and exasperation 
Files\\Interviews\\Transcript 4 Becca 
5 references coded, 1.11% coverage 
Reference 1: 0.12% coverage 
And for me it-it worked because it helped open the doors to trust 
Reference 2: 0.24% coverage 
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I needed that, I needed somebody who was going to be boundaried. But yet she was able to 
disclose certain things about herself, 
Reference 3: 0.22% coverage 
I would have wanted somebody who was sexually abused and who could have – really understood 
from that perspective. 
Reference 4: 0.06% coverage 
I knew she understood that pain 
Reference 5: 0.47% coverage 
and I think that kind of opened the door for me to realise that loss is loss – and trauma is trauma. 
And if-if we put a label on it such as sexual abuse or domestic violence or-or even children raised in 
a war torn country you know it’s-it’s still trauma 
Files\\Interviews\\Transcript 5 Marcela 
3 references coded, 0.50% coverage 
Reference 1: 0.21% coverage 
I think that helped to – erm reinforce the rapport between us 
Reference 2: 0.10% coverage 
it helped me when to trust more 
Reference 3: 0.19% coverage 
I mean I-I still thinking about it, the self-disclosure 
Files\\Interviews\\Transcript 6 Charlotte 
2 references coded, 0.15% coverage 
Reference 1: 0.08% coverage 
and the relationship changed through completely through disclosure. 
Reference 2: 0.07% coverage 
That actually suddenly I could really trust her more as a human 
Files\\Interviews\\Transcript 7 Sarah 
7 references coded, 1.53% coverage 
Reference 1: 0.23% coverage 
I’m interested to know what other people think about personal disclosures as well. Sometimes I 
think it’s appropriate 
Reference 2: 0.14% coverage 
t-it felt – discordant. I know that it affected my relationship with her, 
Reference 3: 0.22% coverage 
it felt to me unrelated, because I was a twelve year old child. Eh to me it-it felt very, very unrelated 
Reference 4: 0.19% coverage 
After that – it definitely altered – how I  felt about her. At the time when she did disclose that… 
Reference 5: 0.32% coverage 
I didn’t know what to do – I didn’t know how to respond erm – I-I just felt completely shocked and 
actually as a replication of the same shock I found over my father’s dea 
Reference 6: 0.15% coverage 
– I didn’t feel that I could trust that she could tolerate anything I brought 
Reference 7: 0.29% coverage 
I think to me keep your eye on the ball is keep your eye on the client and where the client’s at and 
what the client’s journey is and what the client’s there for 
Reference 5: 0.47% coverage 
and I think that kind of opened the door for me to realise that loss is loss – and trauma is trauma. 
And if-if we put a label on it such as sexual abuse or domestic violence or-or even children raised in 
a war torn country you know it’s-it’s still trauma 
Files\\Interviews\\Transcript 8 Archie 
2 references coded, 0.65% coverage 
Reference 1: 0.33% coverage 
you know a-a bit-bit of anger and crossness that – that I had to have to be his therapist when I’m 
actually the client 
Reference 2: 0.33% coverage 
It got in the way of our relationship – changed it – to the point where it was no longer a therapeutic 
relationship,  
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Short-term impact  

The power dynamic – ‘just two people’ 

Files\\Interviews\\Transcript 1 Samantha (2) 
3 references coded, 1.60% coverage 
Reference 1: 0.54% coverage 
I realise that (.) oh my God she’s:: human as well and sh:e’s been through this (.) thing that I've 
been through and sh::e’s= Interviewer so that’s Samantha she is functioning and thriving and she’s 
okay:: 
Reference 2: 0.24% coverage 
my perception had always been that if .hh people knew my truth that they would look down on me 
Reference 3: 0.83% coverage 
yeah and I just spent the last eighteen months (.) .hh seeing her as super↑ior to me Interviewer 
yeah:: Samantha despite the fact that she had that experience .hh and without know:ing you're also 
assume you're carrying around (.) an emotional ↓wound (.) you ASS:::UME everybody can see it 
and obviously they can't 
Files\\Interviews\\Transcript 2 Kym 
4 references coded, 1.25% coverage 
Reference 1: 0.45% coverage 
it felt quite nice that he was…made him a bit more human, a bit more of a real person to me. Rather 
than this person that I’d – made him out to be in my own mind. He was more human… 
Reference 2: 0.24% coverage 
the power had gone. We were just two people sat in a room just…one human being and another 
Reference 3: 0.09% coverage 
I-I felt it was more detrimental. 
Reference 4: 0.47% coverage 
I probably more remember it because I never confronted it, and I think looking back if I’d maybe 
have said something, we could have talked about it – it might not still be with me 
Files\\Interviews\\Transcript 3 Vicky 
4 references coded, 1.47% coverage 
Reference 1: 0.10% coverage 
in their interests 
Reference 2: 0.67% coverage 
but what she did was align herself with the other side Interviewer: Yeah Vicky: With the judgemental 
side – the – the pointy finger side 
Reference 3: 0.41% coverage 
She didn’t – spot that it did what it did…and I put that down to me being…a good actor… 
Reference 4: 0.30% coverage 
I feel that I saw more than – was appropriate for a counsellor 
Files\\Interviews\\Transcript 4 Becca 
1 reference coded, 0.14% coverage 
Reference 1: 0.14% coverage 
but each time if she would share something I realised that she was human too 
Files\\Interviews\\Transcript 5 Marcela 
3 references coded, 1.05% coverage 
Reference 1: 0.56% coverage 
it helps to – eh rebalance the power as well if you like. If it’s like eh do you know – seeing the 
therapist up there erm – and eh it helps to – eh to feel a bit more empowered 
Reference 2: 0.11% coverage 
Eh to gain a bit more confidence 
Reference 3: 0.38% coverage 
Eh it helps also to – to avoid the idolising the therapist for too long [laughter] in the relationship do 
you know 
Files\\Interviews\\Transcript 6 Charlotte 
2 references coded, 0.28% coverage 
Reference 1: 0.06% coverage 
now that we could kind of see that we had some common roots 
Reference 2: 0.21% coverage 
She became something else – yeah – very much. Erm th-and – the erm – the relationship shifted – 
from being a relationship that was – erm where I looked up to her – erm as a te-as you might look 
up to a teacher 
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Files\\Interviews\\Transcript 7 Sara 
5 references coded, 0.77% coverage 
Reference 1: 0.27% coverage 
h I didn’t feel it was relevant, it felt out of context. And I think that’s what also made me feel 
uncomfortable. So it didn’t feel relevant to me 
Reference 2: 0.08% coverage 
never felt able to…to talk about anything. 
Reference 3: 0.11% coverage 
I think there can be an ego connected to self-disclosure. 
Reference 4: 0.22% coverage 
I think it was my therapist stuff and I don’t think it was mine. But it-it tippled over and it was very un-
unpleasant 
Reference 5: 0.09% coverage 
sometimes I think it’s really inappropriate 
Files\\Interviews\\Transcript 8 Archie 
6 references coded, 1.76% coverage 
Reference 1: 0.64% coverage 
In a sense I felt like I had been more of the therapist than-than he had Interviewer: the roles 
swapped Archie: Yeah Interviewer: Yeah Archie: So that I would say that’s when it becomes 
inappropriate 
Reference 2: 0.29% coverage 
but then the sessions from there on pretty much felt [cough] more like erm almost like peer 
counselling 
Reference 3: 0.17% coverage 
he was lovely and I didn’t really want to challenge him on it 
Reference 4: 0.20% coverage 
he – had treated very tenderly which-which so I had a lot of eh loyalty 
Reference 5: 0.35% coverage 
because of his vulnerability erm – yeah in fact I-I remember the last session eh I went eh I just 
asked if we could go for a walk 
Reference 6: 0.12% coverage 
had really stopped working at that point 
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Short-term impact  

Specialness – ‘only share that with me’ 

Files\\Interviews\\Transcript 1 Samantha (2) 
3 references coded, 1.38% coverage 
Reference 1: 0.53% coverage 
in reverse that actually she must really believe in me to offer it (.)= Interviewer yeah Samantha =me 
as well because she didn’t freely disclose that in every session of therapy  
Reference 2: 0.39% coverage 
yeah (.) .hh ↑>and there is an assump↓tion as a client that 'cause you know this< great personal 
thing:: (.2) that you know everything about them (.2) 
Reference 3: 0.46% coverage 
and I do: now know that she doesn’t u:sually (.) disclose to that extent with anybody urm so that was 
kind of (.) a calculated decision that had e:xtensive supervision around it 
Files\\Interviews\\Transcript 2 Kym 
2 references coded, 0.60% coverage 
Reference 1: 0.35% coverage 
but it was still disorientating at first because I’m thinking – should you be telling me this?...and I was 
a bit kind – of surprised 
Reference 2: 0.25% coverage 
but also there was the other bit of me that’s kind of ooh I’m really glad that he’s told me this, 
Files\\Interviews\\Transcript 4 Becca 
2 references coded, 1.50% coverage 
Reference 1: 0.38% coverage 
it gives you a feeling of being special…because you’re sharing with me – you as my therapist are 
sharing with me and in my head I’m thinking “you’re not telling anybody else, you’re just telling me” 
Reference 2: 1.13% coverage 
I think it was a feeling of – I did feel special, I think that was the most important thing. I felt special, I 
felt like she trusted me enough to tell me things – and I needed that because I came from a very 
very dysfunctional family. My father was – the abuser and my mother was totally unavailable 
emotionally so I didn’t have that sense I me-being special was something that you paid back for with 
sex. And I didn’t have that sense that I was – I had that feeling of being special and I think that was 
the most important part, that she cared enough – about me and wanted to share things with me 
trusting me 
Files\\Interviews\\Transcript 5 Marcela 
3 references coded, 1.39% coverage 
Reference 1: 0.23% coverage 
it made me feeling eh – maybe-maybe the relationship more special 
Reference 2: 0.48% coverage 
in that case he made me feeling special Interviewer: Mm Marcela: And erm – and actually caused a 
bit of eh jealousy at the beginning, at first 
Reference 3: 0.67% coverage 
Yeah yeah because eh feeling special but then I obsessed eh – all the dynamics and-and eh I was 
like then that’s not true – it’s not what I-I amI am the special one 
Files\\Interviews\\Transcript 6 Charlotte 
1 reference coded, 0.13% coverage 
Reference 1: 0.13% coverage 
Charlotte: You know and in responding to that – how she eh responded to that erm – question. Erm 
– but we got to know each other 
Files\\Interviews\\Transcript 8 Archie 
2 references coded, 0.79% coverage 
Reference 1: 0.65% coverage 
And I guess if I hadn’t have been a counsellor, if I’d just been – eh a client who didn’t have a 
counselling background how I would have coped with that. But then maybe he wouldn’t have felt – 
eh the same freedom to-to share that with me 
Reference 2: 0.14% coverage 
You know and maybe he could only share that with me 
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Short-term impact  

Feeling silenced and shut down– ‘the flow had gone’ 
Files\\Interviews\\Transcript 3 Vicky 
8 references coded, 5.21% coverage 
Reference 1: 0.70% coverage 
I went into – “okay how do I de-escalate the conflict in this situation?” Interviewer: How? Vicky: So I 
sort of then looked after her needs a bit 
Reference 2: 0.44% coverage 
I continued for another about a month – cos I was determined not to be – not to give up on this 
Reference 3: 0.91% coverage 
I-I [breathing out] I feel quite sorry for her actually because what – happened in the process for me – 
was – the flow had gone the other way for a while. I had been – taking care of her needs 
Reference 4: 0.81% coverage 
she was telling me about training she’d been on, about courses she’d talked about – and I was 
sitting there towards the end – “what on earth? She should be paying me!” 
Reference 5: 1.33% coverage 
The-the final session when I said I’m-I’m d-this idea that I’m not going to do this anymore…she then 
– sat there and talked to herself for a bit about what-what went wrong. I was watching her do it – 
and at one point she said “I certainly didn’t put too much of my own stuff in” 
Reference 6: 0.32% coverage 
Yeah – and so that told me that this has been an issue for her before 
Reference 7: 0.16% coverage 
That it’s one of her blind spots 
Reference 8: 0.54% coverage 
it’s-it’s shut down that topic for me, it’ll take a couple of months if I – ever decide to open that one up 
again 
Files\\Interviews\\Transcript 7 Sara 
13 references coded, 4.19% coverage 
Reference 1: 0.38% coverage 
I thought it was wholly appropriate – and erm – yeah she erm – she then – kind of came out with 
this and – lots and lots of tears and I just remember sitting there almost frozen, not knowing what to 
say or do 
Reference 2: 0.42% coverage 
But I remember after that seeing her tears …. able to disclose anything – I didn’t feel able to touch 
on anything upsetting. I was so guarded with her because I didn’t want to upset her 
Reference 3: 0.12% coverage 
So it-it altered the relationship  
Reference 4: 0.35% coverage 
didn’t know what to do – I didn’t know how to respond erm – I-I just felt completely shocked and 
actually as a replication of the same shock I found over my father’s death and how I was told 
Reference 5: 0.25% coverage 
I felt protective of her. I also felt mistrust for her – I didn’t feel that I could trust that she could tolerate 
anything I brought 
Reference 6: 0.20% coverage 
So I think the next few sessions were just general chit chat – and then I think it slowly kind of ebbed 
away 
Reference 7: 0.67% coverage 
I’d turn up, I’d have a cup of tea, I’d talk about problems that at-at Uni maybe. You know I was 
struggling with this subject or I’d found this bit difficult – erm – stuff to do with – you know really, 
really maybe a little bit upsetting but nothing huge – nothing big … because I couldn’t trust her to go 
with anything big 
Reference 8: 0.30% coverage 
It-it definitely started to-to – erm signal the end. I-I a part of me still wanted to be in therapy with her 
because I’d had a year of a really good relationship 
Reference 9: 0.30% coverage 
And-and it just kind of fizzled and I didn’t know how to get that old relationship back. It felt like 
another bereavement actually – like a semi bereavement 
Reference 10: 0.52% coverage 
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it took me – probably – a good five, six years before I was able to trust to go back into therapy with 
anybody else. And it was just to work on that one issue. And erm – it really was – I was still very, 
very frightened even then – that I would end up hearing stuff I didn’t want to hear. 
Reference 11: 0.26% coverage 
-I didn’t feel that I would be able to trust anybody else – to not – rupture that relationship leaving me 
feeling incredibly vulnerable 
Reference 12: 0.34% coverage 
after Pandora’s box had been opened – and I was in touch with emotions, I was left with this box 
wide open and nowhere to go with it. I never wanted to feel like-feel like that again 
Reference 2: 0.09% coverage 
, I never felt able to…to talk about anything. 
Files\\Interviews\\Transcript 8 Archie 
9 references coded, 4.32% coverage 
Reference 1: 0.55% coverage 
I-I had personal issues ongoing so it was support but I was also it was in the days when erm you 
had to have a certain amount of therapy for to get accredited. So I was also completing those hours 
yeah 
Reference 2: 0.40% coverage 
. I-I stuck-I stuck it out I-I shouldn’t have done really cos it wasn’t a but I-I did have another motive of 
– trying to complete my hours really 
Reference 3: 0.71% coverage 
some of the sessions he would talk more than me and I would-I would come away thinking “why am 
I paying thirty pounds for this?” You know Interviewer: … In a sense I felt like I had been more of the 
therapist than-than he had 
Reference 4: 0.05% coverage 
I just put up with it 
Reference 5: 0.26% coverage 
I kind of went through the motions really erm I didn’t particularly look forward to going – eh 
Reference 6: 1.21% coverage 
because he’d shown me kind of loyalty and that erm – and so I kind of I put up with him because I 
suppose I still thought that it would be difficult for me to find another therapist that I …and then-then 
have to disclose that – that area of shame and stuff around as well. So I kind of put up with it really 
[laughter] and got what I could out of it 
Reference 7: 0.38% coverage 
because of his vulnerability erm – yeah in fact I-I remember the last session eh I went eh I just 
asked if we could go for a walk – and so we did 
Reference 8: 0.34% coverage 
Erm but as I was saying the self-disclosure changed eh changed the relationship. So I’m not saying 
it was a waste of time 
Reference 9: 0.40% coverage 
the sessions from there on pretty much felt [cough] more like erm almost like peer counselling rather 
than. And yet I was paying him for the time 
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Short-term impact  

Having permission to disclose– ‘a clever thing’ 
Files\\Interviews\\Transcript 1 Samantha (2) 
2 references coded, 1.88% coverage 
Reference 1: 0.90% coverage 
↑it gave me (.2) permiss:ion to be more genuine I ↓guess but (.2) she doesn’t judge that (.) she’s 
probably (.) she’s probably ↑not gonna to judge ↓this ↑she might judge that so $let's test that ↓one$ 
haha(.)= Interviewer °Yeah:° Samantha =ahhh (.2) and probably I think in-in in hindsight that was 
probably a very clever thing for her to do: (.) 
Reference 2: 0.98% coverage 
it-it’s an exploration does it tell you a lot Samantha yeah .hh and ↑e:ven sometimes like the 
language that we pick is is so >for example the language< that she ↓chooses (.2) I would say is 
quite $politic↑ally correct$ haha= Interviewer yeah Samantha =and the language (.) that I: ch:oose 
(.) is about (.2) me feel↓ing (.) empowered about being able to use the langu↑age (.) 
Files\\Interviews\\Transcript 2 Kym 
3 references coded, 1.82% coverage 
Reference 1: 0.37% coverage 
Yeah…and the fact that – kind of he’d allowed himself almost to become vulnerable by telling me as 
well…made it sort of – more okay for me to be 
Reference 2: 0.42% coverage 
I felt more comfortable in taking more risks – myself Interviewer: Mm Kym: More confident – feeling 
vulnerable…trusting that I would be met and understood 
Reference 3: 1.02% coverage 
it feels incredibly relational, I think that’s would I, probably if I was to put one word on it – well really 
relational Interviewer: Yeah Kym: Because – it did make it feel like – we were able to meet. Yeah, 
no I was obviously saying a lot more, and what he said was tailored to me, but it – there was some 
meeting which I don’t think could have happened if it had been all one – completely one way 
Files\\Interviews\\Transcript 4 Becca 
2 references coded, 0.74% coverage 
Reference 1: 0.66% coverage 
Well that’s interesting – I think so – I do – I think she was…I me-as she spoke about erm her own 
issues she was free-she talked about them freely and I know one of the things when you’re in a-a 
domestic violence or in an abusive situation many people don’t want to talk about it. But she taught 
me how to that it was my right to be able to talk about myself 
Reference 2: 0.08% coverage 
These were my feelings and my experiences 
Files\\Interviews\\Transcript 5 Marcela 
2 references coded, 0.99% coverage 
Reference 1: 0.27% coverage 
the feeling of eh eh how afterwards – how I felt more eh eh grounded and confident 
Reference 2: 0.72% coverage 
Yeah and-and erm eh it helped me too – erm – yeah to-to understand the boundaries and eh and to 
– erm…to be more eh – mindful of ehof what my experience what experience mean and – yeah 
Files\\Interviews\\Transcript 6 Charlotte 
1 reference coded, 0.18% coverage 
Reference 1: 0.18% coverage 
Yes – yeah that I no longer felt that I had to – hold myself up and be perfect in front of her. I think 
that was what was the – that that was what was the – erm erm the big change. 
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Short-term impact  

Questions – ‘none of my business’  
 

Files\\Interviews\\Transcript 1 Samantha (2) 
4 references coded, 3.46% coverage 
Reference 1: 0.73% coverage 
and I am like okay so (.) haha u::rm (.2) so (.) over the course of a::: a:: a few weeks maybe a few 
months I-I had quite a in-depth .hh (.) disclosure from her in all reality that (.2) arguably some 
people would (.) ↑question but without ↓which:: (.) I couldn’t move forward (.) at all 
Reference 2: 1.55% coverage 
I bet she’s not experienced that (.) she’s not experienced that specific little bit (.) so next time I’ll go 
and ask her about that and she’d (.2) re↑assure me (.2) I ↑guess (.2) ↓but actually that was about 
my experience as ↓well and give me a BRIEF enough explanation that her (.) truth was offered to 
me as a valid reality= Interviewer yeah Samantha =without giving me a:ll the detail (.) °'cause quite 
frankly it's none of my business° (.2) but then she would give it me back (.2) as if it was kind of a 
doorway for me= Interviewer yeah Samantha =to get what I needed (.) to get to a place in my reality 
Reference 3: 1.03% coverage 
yeah (.) and it is probably checking out (.) 'cause I requested lots of information= Interviewer yeah 
Samantha =urm (.) and (.) you can see how (.) under a particular lens that could be t::ook that whole 
experience could be misconstrued Interviewer mm Samantha =that whole expe[rience] =could be (.) 
misconstru:ed you know given the length of therapy that I had with her (.)= Interviewer yeah 
Reference 4: 0.14% coverage 
three years of me$ kind of going back and prodding it so 
Files\\Interviews\\Transcript 2 Kym 
4 references coded, 3.82% coverage 
Reference 1: 1.29% coverage 
the more time went on the more I trusted him so…yeah I think I felt – uh a little reduced the power a 
little bit that one [crosstalk] Interviewer: Mm…mm Kym: I felt – more like he trusted me, so I could 
trust him more…he was more of a real person, but there was still a process, I still needed that – a 
more – continuous self-disclosure to back that up, it hadn’t just been [crosstalk] this one off little – 
thing – it had continued where – and sometimes the self-disclosures were really small. 
Reference 2: 1.69% coverage 
I mean it cou-it could be something really simple. Like at the start of the session if he’d been away 
on holiday, I would say “how was your holiday?” And he could of quite easily just given me a fobbed 
off answer – “oh it was nice thank you.” But you know he would tell me why it was nice – he 
wouldn’t go on for ages but he would say “oh it was nice we – you know went to this and this bit was 
really nice” – and some people might not like that, but for me it was – I’d asked him and he’d given 
me a real answer, and I was met…and I guess that made me feel I could ask…questions if I had 
any questions, which I genuinely didn’t ask him a lot about him… 
Reference 3: 0.60% coverage 
I can be more open, I didn’t need to be afraid of what I’d said because I’d been really met in that, 
rather than questioned or… Interviewer: Mm – and “why do you need to know?” [laughter] Kym: 
Yeah, yeah [laughter] that was my fear 
Reference 4: 0.24% coverage 
That was my real fear when I first started [inaudible][00:21:44] I’m not asking because… 
Files\\Interviews\\Transcript 4 Becca 
5 references coded, 4.16% coverage 
Reference 1: 0.70% coverage 
but you know it was interesting because I didn’t – I only wanted certain amounts of information, I 
didn’t want to know anymore. I guess I didn’t want to know that she wasn’t er that she was mortal 
[laughter] I just [crosstalk] wanted to think that she nothing would ever happen to her or – because 
she was an important person in my life during the time that I was in therapy 
Reference 2: 0.49% coverage 
So if she disclosed too much then that would have made [crosstalk] her more real and I don’t think I 
wanted that, so we kind of both – it was almost an unwritten piece that we both came to an 
agreement that – she would disclose a certain amount and I didn’t probe 
Reference 3: 0.36% coverage 
think – wow – I really can’t think of…I guess on one hand it was – knowing a little bit and on one 
hand wanting to know more but not wanting to know more. And sometimes that put me in a – an 
odd place 
Reference 4: 1.47% coverage 
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you’ve told me you’ve let me in you’ve opened the door a little bit you’ve op – a crack and you let 
me in a little bit. Or you didn’t even let me in the door you kind of opened it up and let me peak 
through, but you didn’t let me see all that was going on in there so – whatever’s going on in there is 
left up to my imagination…and – I have a pretty vivid imagination so [laughter] I-I would make up 
what I – chose to make up and-and I think it sometimes it felt uncomfortable I felt like – well you 
would tell – your daughter if or you would tell your son but you’re not telling me, and then I would 
have to pull myself back and say “well okay you’re a client, you’re not – part of her family” 
Interviewer: Yeah Becca: “but yet you don’t want to be part of her family” so it was kind of like a 
game within me 
Reference 5: 1.15% coverage 
and like for instance she would have – erm a large Christmas and family and friends over and-and 
do the whole Christmas thing – and I didn’t – and erm – my – kids m-both my parents are gone and-
and my kids – one’s here and one’s in so – I never had that big Christmas thing, there was always a 
part of me that wanted to be invited to that to be able to peek in there and see what they were doing 
and-and be part of that. But – I knew that she was doing something – but yet – I – the rest was left 
up to my imagination – and – it was always that wonderment of what’s going on and why aren’t I 
invited 
Files\\Interviews\\Transcript 6 Charlotte 
1 reference coded, 0.25% coverage 
Reference 1: 0.25% coverage 
rm…I always felt that – I would like to have asked more – of what her experience was… Interviewer: 
Yeah Charlotte: …what her experience was like. Erm but never did erm and eh – and I suppose it 
raised a curiosity in me that I had to suppress 
Files\\Interviews\\Transcript 7 Sara 
2 references coded, 0.82% coverage 
Reference 1: 0.32% coverage 
Interestingly I met her – erm at eh a conference – very interesting. And eh she no longer practices 
Jungian Psychoanalysis [laughter]…I wondered if I traumatised her 
Reference 2: 0.50% coverage 
No she just said that she found that erm that people didn’t seem to want that these days  she was a 
lovely lady you know she really was a lovely lady. She-she still is 
Files\\Interviews\\Transcript 8 Archie 
1 reference coded, 1.10% coverage 
Reference 1: 1.10% coverage 
think erm – and it’s an interesting one actually cos I have-I have looked I did look him up and his 
wife about a year or two ago and discovered they’d both passed away. And eh sort of wondered 
what had happened to the son cos he’d lost obviously lost both of his parents Interviewer: Yeah 
Archie: and he would have only been in his eh early twenties I suppose 
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Long-term impact  

Healing and appreciation – ‘it was pivotal’ 
 

Files\\Interviews\\Transcript 1 Samantha (2) 
5 references coded, 2.54% coverage 
Reference 1: 0.70% coverage 
and (.2) I think actually I wrote her a letter not long ago saying that urr .hh I appreciated that she 
had to (.) give up a part of herself for my he:aling in how much of her story she did give ↑me: (.) 
because I almost (.) nee:ded her det↓ail which wasn’t (.) mine to a:sk for:= 
Reference 2: 0.17% coverage 
yeah but (.2) not that it's °normal° but it did nornalise a lot of it 
Reference 3: 0.36% coverage 
and that was:: sh::ocking in itself because .hh (.) the things that it was normalising (.) aren't (.) 
perceived traditionally as ↓normal 
Reference 4: 0.29% coverage 
Yeah because in my brain this (.) 'cause experience was (.) something you definitely don’t ↑ever talk 
ab↓out 
Reference 5: 1.01% coverage 
and I remember near the end of therapy sitting and having a conversation with her °about° my 
appreciation now: because obviously in those interim years I’ve trained and qualified as a therapist 
myself(.) which gives me a reall appreciation of (.)= Interviewer yeah Samantha =what she did offer 
me (. ) what she did for me hh (.) urm and we had a conversation about that (.2) towards the end 
Files\\Interviews\\Transcript 2 Kym 
2 references coded, 1.15% coverage 
Reference 1: 0.17% coverage 
That’s okay, but it was a massive shift – just from the disclosure 
Reference 2: 0.98% coverage 
Yeah – able to trust him but…there’s also you know like I said about the erm…social – situation. If 
he hadn’t have said that to me I’d probably still be [laughter] struggling with that now, it was so 
powerful to hear him say that – for me…that…so I guess the modelling Interviewer: Yeah Kym: 
[quiet voice] that was a really big thing for me as well – modelling acceptance 
Files\\Interviews\\Transcript 3 Vicky 
1 reference coded, 0.48% coverage 
Reference 1: 0.48% coverage 
Because the emotional weight – of a disclosure – is greater if you’ve got a – a richer relationship 
Files\\Interviews\\Transcript 4 Becca 
1 reference coded, 0.37% coverage 
Reference 1: 0.37% coverage 
and eventually she opened up and she said that she did and she shared a little bit about her own 
son…So it made me realise that – I wasn’t the only one in the world who had issues with their 
children 
Files\\Interviews\\Transcript 5 Marcela 
2 references coded, 1.68% coverage 
Reference 1: 0.64% coverage 
I-I mean it’s eh – after eh – four years now Interviewer: Wow Marcela: Eh that we had therapy I had 
therapy with her eh and at times I’m still thinking about – this eh [crosstalk] this moment 
Reference 2: 1.04% coverage 
What do you think was most beneficial about the disclosures? Marcela: Hmm difficult question 
[laughter] – eh…erm…I what I remember more is eh – the element of surprise and eh – erm…and 
having something in common Interviewer: Mm Marcela: Eh – that’s eh…that’s more-that-that is 
more intimate as well 
Files\\Interviews\\Transcript 6 Charlotte 
6 references coded, 1.08% coverage 
Reference 1: 0.14% coverage 
but actually – th-now that we could kind of see that we had some common roots erm and that this 
was something that we had in common 
Reference 2: 0.22% coverage 
Yeah – yeah – and-and-and really really quite erm really quite small. But it was erm – because her 
armour had been so solid – it was the first chink of light I think. And erm and erm so it stands out in 
my memory 
Reference 3: 0.12% coverage 
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And – the very words that came out of her mouth was “don’t worry about it – e-e-exactly the same 
thing happened to me 
Reference 4: 0.07% coverage 
And she – she was able to reassure me that that would never be a problem 
Reference 5: 0.22% coverage 
it’s interesting so the – so i-in my – case the disclosures – both two different types of disclosures. 
One quite small but actually had quite a profound effect – one big disclosure that didn’t 
Reference 6: 0.31% coverage 
I think that it happened so early on – that she was in the process of forming-of forming the 
relationship erm and that it was as she describes it really well, it was two women of a similar 
background meeting each other. Erm – in eh to form a relationship – so that we could work 
therapeutically. 
Files\\Interviews\\Transcript 8 Archie 
7 references coded, 5.39% coverage 
Reference 1: 0.16% coverage 
which led to some of the inappropriate self-disclosure 
Reference 2: 0.21% coverage 
certainly-it certainly erm changed the nature of the relationship yeah 
Reference 3: 0.99% coverage 
because I mean I’m-I’m in my fifties and I suppose – eh the one thing in my life that I haven’t eh – 
eh that’s incomplete is I’d love still love to have a family, I’d love to partner and have a family erm 
and but the-the reality is you know in my fifties [laughter] I w-if I had a child now that-that child would 
have a-an older father 
Reference 4: 0.73% coverage 
I-I-I felt his sadness I suppose erm – but you know as a sort of say on my home it was all kind of 
questions about how appropriate was that and erm – you know a-a bit-bit of anger and crossness 
that – that I had to have to be his therapist when I’m actually the client 
Reference 5: 0.50% coverage 
Eh just gave me insight into erm…yeah having children older and – and eh decreasing the-the 
likelihood of seeing them growing up and doing the things you know getting married 
Reference 6: 2.64% coverage 
I actually feel that just voicing it erm because shortly after working with him erm I – was it after or 
was it during? I-I actually went [details removed] – and took my mother and at the airport saying 
goodbye to my dad I actually did hug him. So it kind of I hadn’t realised that-that the issue around 
erm not hugging him was playing such a big part erm in my psyche. And so I took the opportunity to 
do it discreetly erm] rather than erm Interviewer: Yeah Archie: And eh my dad is far more huggy 
now I mean whenever well not whenever cos he lives with me so [laughter] it would be happening 
every day. But if I’ve-if I’ve gone away for a few days I’ll give him a hug before I go or when I come 
back erm eh so we’re-we’re far more comfortable with that now I mean he’s far more huggy with 
other people as well which he never used to be so-so it’s kind of – yeah I think it was pivotable-
pivotal moment that work with 
Reference 7: 0.17% coverage 
-the person dissolved in tears and it then became about them 
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Long-term impact  
New levels of assertiveness – ‘you rather than me’ 
 
 

Files\\Interviews\\Transcript 2 Kym 
2 references coded, 1.11% coverage 
Reference 1: 0.38% coverage 
because I got this feeling that he felt quite proud Interviewer: Yeah Kym: Which didn’t really fit with 
what I was talking about 
Reference 2: 0.73% coverage 
I was talking about one thing and he said “are you still doing such and such?” and I went “I really 
don’t get why you’re asking that” [laughter] and then he explained why and it did make sense and it 
did link – but I did kinda go “I don’t see what that’s gotta do with that” [laughter] 
Files\\Interviews\\Transcript 3 Vicky 
4 references coded, 3.90% coverage 
Reference 1: 0.27% coverage 
Well I was-I was still doing my damnedest to be client, 
Reference 2: 2.79% coverage 
was sharing something about a relationship – a relationship with a family member, and the dynamic 
there – and my – therapist said something along the lines of “ah it’s much the same with me and my 
– whatever” Interviewer: Mmhmm Vicky: And then after a little while – she said “and there’s a 
sadness there” – and I felt myself moving around – sort of going into the other chair almost 
Interviewer: Yeah Vicky: And I said to her I said “and because of what you’ve just disclosed – I’m 
wondering if the sadness there belongs with you rather than me?” 
Reference 3: 0.36% coverage 
we worked with it, we worked through it – and our alliance became stronger 
Reference 4: 0.48% coverage 
I still feel…got to be careful I don’t get sucked into sitting in the counsellor’s chair with her 
Files\\Interviews\\Transcript 7 Sara 
1 reference coded, 0.09% coverage 
Reference 1: 0.09% coverage 
it shouldn’t be about the therapist’s stuff 
Files\\Interviews\\Transcript 8 Archie 
6 references coded, 1.83% coverage 
Reference 1: 0.14% coverage 
he was lovely and I didn’t really want to challenge 
Reference 2: 0.47% coverage 
that I had to have to be his therapist when I’m actually the client Interviewer: Mm Archie: Erm so 
yeah but not-not enough for me to say “I’m not going back” or whatever 
Reference 3: 0.17% coverage 
I find it interesting that I didn’t challenge him at the time 
Reference 4: 0.33% coverage 
only ever once challenged erm – somebody about what he was saying wasn’t helpful – to me. And 
he looked quite shocked 
Reference 5: 0.54% coverage 
-I just mentioned it by way of – things that were and he kept bringing it in back to that. I just said to 
him “I’m really finding this unhelpful, I think this is your stuff 
Reference 3: 0.18% coverage 
to the point where it was no longer a therapeutic relationship 
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Meaning making  
Guilt and blame – ‘I’ve broken her’ 
 

Files\\Interviews\\Transcript 1 Samantha (2) 
1 reference coded, 1.07% coverage 
Reference 1: 1.07% coverage 
I perceive it to be her job in that context to make sure that (.) we are safe= Interviewer yeah 
Samantha =so if (.) if she (.) extended herself (.) beyond being a counsellor in order to a:ccess what 
she was disclosing .hh (.) then I guess she would probably be at risk= Interviewer mm Samantha 
=and not be able to contain the session (.) 'cause= Interviewer yeah Samantha =too much of her 
stuff would be there as well 
Files\\Interviews\\Transcript 3 Vicky 
3 references coded, 2.45% coverage 
Reference 1: 0.96% coverage 
And I must have made it happen – in the way I was – I must have been evoking it in her – 
[inaudible][00:11:57] disclosing more and more – she was telling me about training she’d been on, 
about courses 
Reference 2: 0.46% coverage 
Yeah…and I-I’m-I’m pretty sure I had a very strong role in making that happen – it’s a defence 
Reference 3: 1.03% coverage 
Mm…and a lot of self-blame…because I believed that by going into that defensive mode – I’ll 
become the good listener – in a therapy session I blocker her from being able to be – the therapist. 
So I blamed myself 
Files\\Interviews\\Transcript 7 Sara 
5 references coded, 1.33% coverage 
Reference 1: 0.46% coverage 
I think had I been a therapist at the time I would have handled it quite differently. Erm I probably 
would have erm – would have stopped her as soon as she started to disclose I probably would have 
stopped her, I would have seen what was coming. 
Reference 2: 0.10% coverage 
I would have been more…more kind of erm – directive 
Reference 3: 0.22% coverage 
oh my goodness I’ve broken the therapist” so I remember having the thought “[intake of breathe] 
I’ve broken her” 
Reference 4: 0.25% coverage 
aware of-of that counter transference where the client thinks that they have actually broken or 
harmed [crosstalk] the therapist 
Reference 5: 0.31% coverage 
And I think it is – a common issue. I think a lot of people are terrified of either – breaking their 
therapist or overwhelming them with their stuff 
Files\\Interviews\\Transcript 8 Archie 
1 reference coded, 0.40% coverage 
Reference 1: 0.40% coverage 
Yeah yes it wasn’t really what I was talking about but it put him in touch – my stuff around my father 
put him in touch with his stuff around his son 
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Meaning making  
Professional insight – ‘the value of it’ 

Files\\Interviews\\Transcript 2 Kym 
5 references coded, 2.18% coverage 
Reference 1: 0.53% coverage 
So I started to think – is this something that I’m not using that could be potentially be helpful?...erm 
and then I started to use the odd, small self-disclosure and just – a bit nervous about using it 
Reference 2: 0.53% coverage 
as I experience more self-disclosures from my counsellor – the more I was able to do it myself in a 
way that I was still being very careful and aware not to – over use it…but definitely more. 
Reference 3: 0.25% coverage 
wasn’t sure I would ever – disclose to anyone, I did say “I don’t know if this is helpful or not. 
Reference 4: 0.41% coverage 
ecause I didn’t want to be taking over that I say something major and end up… Interviewer: Yeah 
Kym: …causing any issues for them… 
Reference 1: 0.46% coverage 
yeah as a counsellor it taught me a lot Interviewer: Mm Kym: And it taught me a lot about self-
disclosure as well…because that changed my own practice that and how I used that 
Files\\Interviews\\Transcript 4 Becca 
2 references coded, 0.97% coverage 
Reference 1: 0.08% coverage 
she was very boundaried which was helpful – 
Reference 2: 0.89% coverage 
I learned a lot from this woman and I use a lot of the tools that she gave me – when I’m doing – 
work with these other women. And I think had it been prior to my own therapy I would have had a 
very hard time – with the self-disclosure. I think I would have-it would have slipped out somewhere 
along the line that “oh yes I lived with a man for all these years and he was – a batterer and he hit 
my children” and you know I think I-I would have just been – saying anything that I wanted to say 
Files\\Interviews\\Transcript 5 Marcela 
2 references coded, 1.01% coverage 
Reference 1: 0.38% coverage 
Oh yes yeah yeah definitely – yeah yeah it’s eh – eh eh – therapy helped me to grow up as a 
professional as well yeah 
Reference 2: 0.63% coverage 
I think eh I became more confident with using self-disclosure after – I experienced it in-in the 
therapy room Interviewer: Yeah Florence: Because eh erm – I understood the value of it 
Files\\Interviews\\Transcript 7 Sara 
3 references coded, 0.78% coverage 
Reference 1: 0.15% coverage 
any disclosure has to fit within that sense of being there fully for the client 
Reference 2: 0.52% coverage 
clients need to feel contained, secure and held – because we-we’re not we don’t in general see 
clients for general chit-chat we see them to work on the mucky stuff. And so if they don’t feel 
contained and held – they’re not going to be able to trust the process or feel confident 
Reference 3: 0.11% coverage 
I learnt a lot about not disclosing when it’s your stuff 
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Appendix 9 Jeffersonian Transcription Notation 
TRANSCRIPTION 

 

Jeffersonian Transcription Notation includes the following symbols: 

 

Symbol Name Use 

[ text] Brackets Indicates the start and end points of overlapping speech. 

= Equal Sign Indicates the break and subsequent continuation of a 

single interrupted utterance. 

(# of seconds) Timed Pause A number in parentheses indicates the time, in seconds, of 

a pause in speech. 

(.) Micropause A brief pause, usually less than 0.2 seconds. 

. or ¯ Period or Down 

Arrow 

Indicates falling pitch. 

? or  Question Mark or 

Up Arrow 

Indicates rising pitch. 

, Comma Indicates a temporary rise or fall in intonation. 

- Hyphen Indicates an abrupt halt or interruption in utterance. 

>text< Greater than / Less 

than symbols 

Indicates that the enclosed speech was delivered more 

rapidly than usual for the speaker. 

<text> Less than / Greater 

than symbols 

Indicates that the enclosed speech was delivered more 

slowly than usual for the speaker. 

° Degree symbol Indicates whisper or reduced volume speech. 

ALL CAPS Capitalised text Indicates shouted or increased volume speech. 

underline Underlined text Indicates the speaker is emphasising or stressing the 

speech. 

::: Colon(s) Indicates prolongation of an utterance. 
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(hhh)  Audible exhalation 

? or (.hhh)  High Dot Audible inhalation 

( text ) Parentheses Speech which is unclear or in doubt in the transcript. 

(( italic text )) Double 

Parentheses 

Annotation of non-verbal activity. 

 

Jeffersonian Transcription Notation is described in G. Jefferson, “Transcription Notation,” in J. Atkinson 

and J. Heritage (eds), Structures of Social Interaction, New York: Cambridge University Press, 1984. 


